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Abstract  
Background: Patient-centred care (PCC) has been linked to many positive 
outcomes in medicine. Dentists currently have no available tool for practicing this 
approach as part of a daily routine in a dental setting. The latest UK General 
Dental Council (GDC) standards for dental teams has amplified the need for such 
a tool (GDC, 2013).  
Aim: The overall aim of this thesis is to develop and validate a tool for dentists in 
order to encourage them to practice PCC in dental settings.   
  
Methods: This research employs a mixed method research design. This thesis 
is divided into three studies. Study 1 includes semi-structured interviews that 
were conducted with 20 practicing dentists who had clinical teaching 
responsibilities at King’s College London. These interviews explored their views 
and opinions on PCC in general as well as on a published model of PCC and how 
applicable this model would be in a dental setting. Study 2 builds on study 1 
findings by examining the ability of dental students to assess the communication 
skills of another dentist. This cross-sectional survey exposed students to a stage 
consultation via a YouTube video clip and then asked them to use the tool to 
evaluate the performance of the dentist in the clip. Study 3 entails validation of 
the newly developed PCC self-reflection tool by assessing its face, content, and 
criterion validity and test-retest reliability. To determine content validity, 
experienced dentists who were involved in education and practice evaluated the 
items based on relevance, clarity and representativeness of the construct as well 
as the ease of response. The criterion validity was determined in parallel with 
study 2 using a survey. For the test-retest reliability part, the modified tool was 
assessed twice within a 10-day period to rate a dental consultation clip by dental 
students (N=25).  
  
Results: The interview analysis highlighted five themes: understanding PCC, the 
role and influence of patients on the delivery of PCC, the role and influence of 
dentists on the delivery of PCC, the importance of context and dentists’ views on 
a hierarchy of PCC. Each of these themes included a number of sub-themes that 
covered the different issues identified via interview transcript analysis. The 
themes showed that dentists have a basic and simplistic understanding of the 
concept of PCC. Dentists identified a number of patient, dentist and 
contextrelated barriers that could hinder the adoption of PCC. Interviewees 
thought the hierarchy of PCC they discussed would be useful to aid 
understanding of PCC but more so for less experienced dentists and dental 
students. The analysis of the cross-sectional survey study revealed a broad 
understanding of the basic functions of the communication process, although 
students’ judgments of the quality of such communication was exaggerated. The 
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development and validation of the tool, led to a final version of the tool containing 
six items. The tool showed good validity and reliability.    
   
Conclusion:  A new, practical, PCC self-reflection tool was developed for 
dentists based on a review of the literature and interviews with dentists. The tool 
exhibits good content and criterion validity as well as acceptable test-retest 
reliability. Dentists may use this tool in dental settings to become more aware of 
PCC as a concept by focusing on two specific aspects: information provision and 
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Chapter 1: Introduction  
  
1.1 Motivation for the research   
  
The main motivations for this research are the importance of moving towards a 
patient-centred approach in dentistry and the rarity of studies conducted on this 
concept in dental settings (Mills et al., 2014, Nestel and Betson, 1999, Scambler 
et al., 2016). In addition to this rarity of research, there is significant misuse of the 
term ‘patient-centred care’ (PCC) in the relevant literature that commonly occurs 
through the identification of any type of quality care that accounts for the patient 
as ‘patient-centred care’. Such struggle denotes a lack of understanding of the 
concept itself among dentists and researchers alike, whereby PCC is reduced to 
a synonym for ‘being nice to the patient’ (Scambler et al., 2014, pg.7).   
At the same time, current policy is calling for more patient involvement and 
heightened consideration of patients’ preferences; a typical example of an 
institution advocating this in the UK is the National Institute for Health and Clinical 
Excellence1 (NICE, 2012). In addition to policies and regulations that suggest the 
importance and necessity of a more patient-centred approach in dental settings, 
there is a growing evidence base that supports the positive outcomes of adopting 
this approach (Sherman and Cramer, 2005, Raja et al., 2015, Marchini, 2014, 
Apelian et al., 2014). Although it is encouraging that some dentistry work is 
addressing PCC, it is interesting that most of these studies have mainly focused 
on the empathy aspect. This picture contrasts with the medical and nursing fields, 
which have accumulated large bodies of evidence from studies on the different 
aspects and dimensions of PCC using a variety of methods and samples  
(Robinson et al., 2008, Rathert et al., 2013, Mead and Bower, 2000, Stewart, 
2003).   
The advocacy and encouragement of the PCC process in dentistry, along with 
the observation that current research on the topic appears unclear in explaining 
PCC and how it might be practiced, has led to the conception of the topic explored 
in this thesis. Thus, the main aim of this thesis is to develop and validate a PCC 
                                            
1 Now called National Institute for Health and Care Excellence (as of 2013)  
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tool for dentists to support dental teams in their delivery of PCC in the dental 
surgery.   
  
1.2 Overview of the chapters  
  
The thesis contains the following seven chapters:  
• Chapter 1- Introduction:  
This initial chapter provides an overview of the thesis and presents its layout 
and a brief description of each chapter in the thesis.   
• Chapter 2- Literature review:  
This chapter discusses the development and definition of the concept of PCC, 
first in medical and nursing settings and then in dentistry, and discusses some 
of the most-cited models of PCC. Furthermore, it describes the different 
potential outcomes of adopting this approach. The chapter concludes with the 
chosen model for defining PCC in this thesis and justifies this model selection. 
This section concludes with the thesis aims and objectives as well as the 
precise research questions that are posed and answered in the thesis.  
• Chapter 3- Methods:  
This chapter provides a brief description of the study design and the 
underlying paradigm for each of the empirical studies of the thesis. It broadly 
describes the methods used for each study, and these descriptions form the 
basis for the detailed methods that appear under each empirical study chapter 
that follows. This section also establishes the chronology of the work reported 
herein in order to illustrate how the different studies factor into the various 
chapters.  
• Chapter 4- The applicability of the Scambler and Asimakopoulou 
(2014) hierarchy in a dental setting:   
This chapter examines dentists’ opinions on the applicability of the Scambler 
and Asimakopoulou (2014) hierarchy in a dental setting (Scambler and 
Asimakopoulou, 2014) because the concept of PCC has not been studied 
extensively in dentistry and this hierarchy of PCC is new and has not been 
employed or analysed. It involved conducting semi-structured interviews in 
which respondents could elaborate and discuss their opinions and views in 
detail. Dentists were presented with the Scambler and Asimakopoulou (2014) 
hierarchy and asked to share their opinions on its applicability in a dental 
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setting as well as on the definition of PCC and how they practice it. Analysis 
of these interviews using a thematic analysis approach resulted in 11 
subthemes that were grouped under five main themes: understanding PCC; 
the role and influence of patients; the role and influence of dentists; the 
importance of context; and dentists’ perspectives on the hierarchy of PCC. 
These interviews suggest that a practical model of PCC grounded in 
information and choice giving to patients may well be applicable in dental 
settings. Respondents considered the ability to communicate effectively and 
awareness of the different functions of communication to be necessary here. 
Dental practitioners believed that they were skilled at this, but that less 
experienced dentists might benefit from a tool that would aid them in pursuing 
more PCC. At the end of this study, the research follows two directions: first, 
assessing the communication skills of younger, less experienced dentists 
(reported in Chapter 5), and second, the development of a tool designed to 
support PCC in practice (reported in Chapter 6).  
• Chapter 5- Examination of dental students’ assessment of 
communication skills using a Medical Communication Competence 
Scale  
The interviews analysed in Chapter 4 highlight that dentists with less 
experience than the teaching and practicing sample interviewed for this study 
might need help with their efforts to be patient centred. Given this view and 
the importance of effective communication in the delivery of PCC, this chapter 
reports on a cross-sectional survey study that was carried out with a sample 
of dental students. This study used the medical communication competence 
scale, a validated scale that Cegala et al. (1998) have developed, to gauge 
dental students’ ability to assess the communication skills of another dentist. 
This indicated the areas that students can assess proficiently as well as those 
that they might have difficulty evaluating. This was determined by comparing 
students’ scores with those obtained by a panel of communication-trained 
researchers after the two samples watched the same clip depicting an 
assessment in dental practice. The study concluded that whilst dental 
students seemed to be less stringent than the researcher panel in judging the 
quality of communication, they were not dissimilar from the researchers in 
detecting the broad functions of communication. As such, it was deemed that 
     15 
they were an appropriate sample to work with in developing a tool to assess 
aspects of PCC.  
• Chapter 6- Development and initial validation of a self-reflection tool for 
dentists:  
The Scambler and Asimakopoulou (2014) PCC hierarchy and the findings 
from the previous studies were used to design a short self-reflection tool for 
dentists with the underlying aim of supporting them in becoming more aware 
of PCC. This chapter describes the development process of this tool, which 
included item generation, initial testing of the wording and final refinement of 
the tool. This chapter also describes the initial validation of the developed tool, 
which involved the assessment of its content validity, face validity and 
testretest reliability. Finally, the students’ performance of using the tool to 
assess PCC was compared with that of a sample of researchers to examine 
the criterion validity of the tool. The structure of this chapter differs from the 
rest of the empirical chapters in this thesis because it sequentially reports a 
series of reliability and validity assessments to which the newly developed 
PCC tool was exposed. 	
• Chapter 7- Discussion and conclusion:   
This chapter discusses the contribution this thesis makes to current 
knowledge by outlining the strengths, weaknesses and possible uses of a 
newly developed PCC tool and the limitations of the work presented here. It 
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Chapter 2: Literature Review  
  
2.1 Introduction  
  
This thesis concerns the concept and practice of PCC and how it can be applied 
in dental settings. In order to better comprehend potential applications, a broad 
understanding of the definition of PCC in the medical and dental literature is 
necessary, along with an exploration of the current use of the concept in the 
dental field. To this end, a comprehensive narrative literature review has been 
conducted, and this chapter presents the results. The chapter starts with an 
overview of the origins of PCC. It notes the growth in popularity of the term and 
the emergence of policy requirements for the practice of PCC alongside the 
literature on the benefits of PCC. Next, it describes and critically evaluates key 
models that incorporate the components of PCC, building on the way in which the 
medical and dental literature has defined and addressed the term. The chapter 
finally presents the different tools that are currently used to measure the various 
dimensions of PCC. Critical analysis highlights potential issues with the current 
models and measures of PCC as well as the difficulty of applying these models 
and measures to dental settings. Concerns are particularly arisen from 
differences in context between dental and nursing or medical settings, with the 
latter being where most of the models of PCC have been developed. The chapter 
concludes with an outline of the proposed conceptual approach to PCC adopted 
in this study.     
  
2.2 The origins of patient-centred care  
  
The PCC concept can be traced back to Balint (1955), who proposed that doctors 
should take a patient’s psychological needs into account during an examination 
instead of focusing solely on the biological aspects of the illness. Balint (1969) 
coined the term ‘patient-centred’ when she proposed viewing the patient as a 
unique human being, unlike in the ‘illness-oriented medicine’ model. This 
represents a change in health care professionals’ (HCPs) primary goal of only 
diagnosing and treating the disease, which is the goal of the illness-oriented 
biomedical model. The biomedical model of care focuses on the person’s 
disease, ignoring other factors that influence the patient’s own experience of the 
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illness as well as the particular social context in which individual patients 
experience the disease (Engel, 1980, Wade and Halligan, 2004). This model is 
clinician dominated, so the main role of the patient is to answer closed-ended 
questions, which helps the clinician arrive at a diagnosis and write a treatment 
plan (Roter et al., 1997). The biomedical model views the HCP as a more 
knowledgeable and experienced person than the patient. The model suggests 
that patients should defer to HCPs and adhere to their advice (McLaughlin, 1971). 
This traditional model has been criticised for its paternalistic approach whereby 
the HCP treats the patient as a parent would treat his or her child (Emanuel and 
Emanuel, 1992, Hellin, 2002). Because of this issue, the model fails to generate 
a comprehensive picture of the illness as experienced by the patient. While this 
model might be the most suitable for emergency situations in which there is a 
need to solve an acute problem and provide treatment as quickly as possible, it 
is not considered appropriate in most other contexts (Emanuel and Emanuel, 
1992). Additionally, by adopting the biomedical model, HCPs could overlook 
factors that contribute to the illness and might render the treatment plan 
inappropriate and ineffective for a particular patient (Larivaara et al., 2001). For 
example, the patient might suffer from stress, which may aggravate his or her 
physical symptoms; if the HCP only treats those symptoms without addressing 
the stress, the treatment plan might only partially alleviate the symptoms of 
disease.   
One concept that has been suggested as a way to overcome the limitations of 
the biomedical model is patient empowerment. Empowerment in the medical 
context refers to a process that facilitates patients taking initiative, solving 
problems, gaining control and self-managing (Chewning et al., 2012). This 
concept allows the patient to be more active than in the biomedical model and 
enables them to take responsibility for their own treatment. However, 
implementing this construct as an intervention in medical settings has proven to 
be difficult and has failed to generate the expected positive outcomes (Denig et 
al., 2014, Asimakopoulou et al., 2012a, Newton et al., 2011, Scambler et al., 
2012). The limitations of patient empowerment and the need for a more 
comprehensive approach to healthcare delivery have been outlined and include 
a lack of measurement of the necessary ‘level’ of patient empowerment, a lack of 
a clear definition of empowerment and difficulties due to clinicians using 
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empowerment as a tool to pass the responsibility for an illness back to the patient 
without ascertaining whether the patient is able to or interested in being 
‘empowered’ (Asimakopoulou et al., 2012b, Scambler et al., 2012). This work on 
empowerment has led some researchers in the field to request a ‘return to basics’ 
(Asimakopoulou et al., 2012a) and suggest that there is a need to understand  
PCC as a primary area, which includes and expands on notions of empowerment.   
  
Although the concept of PCC is more comprehensive, it is actually more 
adaptable and applicable to real-world situations, making it preferable 
(Asimakopoulou et al., 2012a). Most elements of PCC are obtained simply by 
changing the HCP communication style (Levinson et al., 2010). Because PCC is 
thought to require no additional spending or major administrative changes, it may 
be a particularly prudent approach that can improve the current healthcare 
system (Bertakis and Azari, 2011a, Bertakis and Azari, 2011b, Charmel and 
Frampton, 2008). Since healthcare costs are continuing to rise, efforts to improve 
the quality of care without further increasing spending are timely and important 
(Institute of Medicine Committee on Quality of Health Care in, 2001). Thus, PCC 
may be a valuable approach.  
Changes in the ways that doctors communicate and interact with patients have 
been occurring for some time. In a paper by Laine and Davidoff (1996), the 
authors demonstrate how the attitudes of doctors and the medical profession 
have shifted since earlier medicine was practiced in the time of Hippocrates’ or 
Holmes’. They suggest that the changes are apparent in a number of areas, such 
as the amount of information that is disclosed to the patient, with earlier attitudes 
suggesting that it is best to disclose as little as possible. Laine and Davidoff 
(1996), also note that patients have become more involved in the treatment 
process than in the past. However, this is an opinion paper, and although it 
provides valuable insight, the information should be treated with caution. For 
example, although doctors may have improved their treatment of their patients, a 
number of studies indicate that this change must go much further to match 
patients’ expectations and preferences (Williams et al., 1995, Ford et al., 2003). 
Some patients who want more information still feel that they are not treated as 
individuals; they report instead feeling as though they are simply cases and still 
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feel excluded from the decision-making process (Bowling et al., 2012, Cox et al., 
2007).    
In summary, PCC as an approach has early origins. Although some evidence 
suggests that there has been progress in moving from a paternalistic model to 
one that considers patients holistically, some patients may still find that the care 
they receive is not particularly patient-centred. Knowing how PCC started as an 
approach in medicine could help explain the need for it and the motivations for its 
emergence. It would be interesting to know, for example, why researchers, 
doctors, and policy-makers alike have advocated for such an approach. The 
following section explores these ideas.  
  
2.3 Why are researchers interested in patient-centred care in dentistry?   
  
There has been increased interest in the concept of PCC in dentistry. This 
relatively new engagement with this approach (Mills et al., 2013) could be 
attributed to a number of possible reasons. First, the call for practicing PCC as 
opposed to the traditional biomedical model features either explicitly or implicitly 
in the current policies and guidelines for dentists and dental teams. In the NICE 
guidelines for patient experience in adult National Health Services (NHS) 
services, three of the five principles can be classified as dimensions of PCC. 
These guidelines are knowing the patient as an individual, tailoring healthcare 
services for each patient and enabling patients to actively participate in their care 
(NICE, 2012). The fourth guideline – continuity of care and relationship – is 
considered one of the principles of PCC as defined by Picker Institute (Picker 
Institute Europe, 2005, Gerteis, 1993). Furthermore, the latest UK General Dental 
Council (GDC) standards for dental teams (GDC, 2005, GDC, 2013) consist of 
nine principles, with two particularly related to PCC. The first related principle is 
to put the patient’s interest first. This includes listening to patients and considering 
their preferences and concerns, treating them as individuals and taking into 
account their general well-being in order to provide them with the most suitable 
and personalised treatment. The second PCC-related principle is to communicate 
effectively with patients. This includes listening to patients and acknowledging 
their right to be part of the decision-making process. The principle also guides 
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dentists and dental teams in providing patients with information in a way the 
patient can understand. This allows patients to make informed choices.   
In addition to the dentistry-specific policies and guidelines, the current interest in  
PCC in dentistry could secondly be attributed to the growing body of evidence 
outside dentistry that demonstrates there may be positive patient outcomes 
following PCC interventions. Medicine and nursing, and more recently dentistry, 
have offered some evidence of this effect, which the following sections discuss in 
detail. The third reason for the interest in PCC in dentistry is that some people 
consider PCC to be a patient right. Berwick (2009) has suggested that this alone 
necessitates the adoption of PCC, even if it would have no other outcomes. 
Patient-centred care is viewed as the moral approach for delivering care to 
patients (Laine and Davidoff, 1996).   
In addition to the perspective of the PCC approach as a patient right of its own, 
medical law has seemingly aligned with practices that follow the PCC approach 
(Laine and Davidoff, 1996). Here, it appears that many cases have been ruled in 
favour of the patient because the court agreed that the doctor in question did not 
provide the patient with sufficient information. Otherwise, it was deemed that the 
doctor did not explain the possible risks associated with the treatment (Epstein, 
1976). Similarly, doctors who practice in a doctor-centred rather than patient-
centred way tend to receive more complaints (Levinson, 2011). These medico-
legal findings, although found in medicine, may have implications for dentistry.  
Finally, adopting PCC in dentistry is needed because patients have prioritised 
dimensions of PCC and have found them to be important. One study done by 
King's college London and the King’s fund (2011) has searched the literature and 
interviewed patients and carers, as well as accessed other sources of 
information, in order to identify ‘what matters’ to patients. The study have found 
that patients greatly emphasised the relational aspects of care (King’s College 
London and The King’s Fund, 2011). Based on patients’ interviews, the study has 
identified several themes as important to patients, including being treated as a 
person, individualised treatment, given options and information and involvement 
in care (King’s College London and The King’s Fund, 2011). This signifies that 
PCC is a timely area to consider in view of policy, patient, ethical and medicolegal 
reasons.  
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2.4 Definitions of patient-centred care in medicine  
  
Most of the PCC definitions have been developed for general medical and nursing 
contexts. The Institute of Medicine (IOM) has defined patient-centredness as 
‘Health care that establishes a partnership among practitioners, patients, and 
their families (when appropriate) to ensure that decisions respect patients’ wants, 
needs, and preferences and that patients have the education and support they 
need to make decisions and participate in their own care’ (Institute of Medicine 
Committee on Quality of Health Care, 2001). In addition to this definition, various 
principles of PCC have been proposed. The Picker Institute (Picker Institute 
Europe, 2005), which advocates for patients and supports the adoption of PCC, 
has recognised eight PCC principles:   
• Access to care  
• Respect for patients’ values, preferences and expressed needs  
• Information, communication and education  
• Co-ordination and integration of care  
• Emotional support and alleviation of fear and anxiety  
• Involvement of family and friends  
• Physical comfort and pain alleviation  
• Transition and continuity  
  
The access to care principle was not included initially (Gerteis, 1993) but was 
added later (Picker Institute Europe, 2005).   
  
The NHS definition of PCC on the other hand expands on the Picker Institute 
definition (Department of Health, 2012), as it is designed mostly so it can be 
adopted by a whole organisation or department rather than only by individual 
HCPs. To this end, the NHS National Quality Board (2012) added elements 
related to the dignity, privacy and independence of service users.   
  
Generally, the definition of PCC is influenced by its subjects of comparison 
(Bensing, 2000). In particular those considering it the opposite of the biomedical 
approach focus their definition on the HCPs, remaining attentive to the illness’ 
biopsychosocial elements. In this approach, the HCPs must take into account the 
social and psychological issues potentially affecting the patient and not only the 
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illness’ biological element (Engel, 1980). This biopsychosocial approach also 
focuses on the issue of understanding the patient as an individual and how that 
person uniquely experiences the illness.   
However, others such as Dowsett et al., (2000) have viewed the concept of PCC 
as antithetical to the doctor-centred approach. Here, the PCC definition 
concentrates on providing as much or as little information as the patient wants 
and involving the patient in the decision-making process (Byrne and Long, 1976).   
Other researchers e.g. (Kitson et al., 2013) have aimed to deconstruct PCC by 
understanding its constituent components. They have thus conducted a review 
to identify the core of patient-centred care by searching the health policy, medical 
and nursing literature, reviewing a total of 60 papers. Three main themes 
emerged after this review: patient participation and involvement, the relationship 
between the patient and the healthcare professional and the context where care 
is delivered. Under each theme, they list a few sub-themes. For example, under 
the patient participation and involvement, there is the sub-theme patient 
participating as a respected and autonomous individual. This sub-theme in turn 
contains several categories listed under it, such as patient as a source of control. 
In the relationship between the patient and the health professional theme, there 
are also a number of sub-themes, one of them of particular interest: being the 
genuine clinician-patient relationship. Under that there are two categories: care 
based on a continuous healing relationship and clinician-patient relationship. 
Under the context where care is delivered theme, there is one sub-theme called 
system issues, which includes categories such as access, barriers to PCC and 
supportive organisational system. Kitson et al., (2013) paper illustrates that the 
cores of PCC after reviewing different models were concerned with involving 
patients in the process, improving the relationship between the HCP and the 
patient and improving the context in which healthcare is being delivered. These 
core elements can be found in most of the models that are discussed in the next 
section. The exception might be the context where care is delivered, which is 
mainly because a number of these models focus on the patient-HCP interaction 
as a way to deliver PCC rather than studying the whole system in which the 
healthcare is delivered. However, this is understandable considering the number 
of issues that must be covered and examined in order to design the context and 
its effect on PCC.   
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Other work has focused on the nature of PCC. For example, the paper by Sidani 
and Fox (2014) has seen PCC as a complex intervention rather than a single 
theoretical concept. The researchers have focused on this work in identifying the 
specific elements of PCC (i.e. those that would serve as the essential 
components of PCC) and the non-specific elements (which were considered the 
means through which PCC is delivered but which are not particular to PCC). 
Sidani and Fox (2014)  found three main components particular to PCC: holistic 
care, collaborative care and responsive care. Holistic care is simply 
comprehensive care that covers elements such as seeing the whole person, 
providing health promotion, identifying and meeting patient needs and identifying 
the different aspects of the illness. Collaborative care essentially is about the 
various parts of the decision-making process, such as offering options to patients, 
negotiating the options with them and sharing information in a way that 
encourages and facilitates patient participation. The final component, responsive 
care, is about tailoring the care to the patient. This entails delivering individualised 
care that fulfils the patient’s wants and needs. Researchers have viewed the 
concept of therapeutic alliance as the non-specific element that is needed to 
implement PCC, though it is not particular to PCC, and have equated it to the 
relationship between the patient and the doctor. It is through this relationship that 
HCPs and patients exchange information and demonstrate their respect for each 
other. According to Sidani and Fox (2014) paper, a good relationship is essential 
for delivering the actual elements of PCC. This view is in contrast to other work, 
such as Mead and Bower (2000) and Stewart et al., (1995), which considers the 
therapeutic alliance to be one of the main elements of PCC.   
Similarly to Sidani and Fox (2014), Morgan and Yoder (2012) have examined the 
literature on PCC with an emphasis on PCC in a post-acute healthcare setting in 
order to identify the main attributes of PCC. Morgan and Yoder (2012) have 
suggested that PCC consists of four main attributes: holistic care, individualised 
care, respectful care and empowering care. Holistic care takes into account the 
whole person and also examines his or her biopsychosocial aspects rather than 
only the biological aspect. The example provided by Morgan and Yoder (2012) 
illustrating a holistic care was of a patient asking for elements needed for spiritual 
healing to be added to his room in order to help with the healing process.  
Individualised care concerns tailoring the care to meet the patient’s needs and 
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preferences rather than giving all patients the ‘standardised care’ that is 
suggested for their condition. As the name suggests, respectful care refers to 
treating patients with respect and giving them the right to choose from a variety 
of options in relation to their care as well as other aspects of care such as daily 
routine for inpatients. Empowering care works to make patients more 
autonomous and self-confident so that they can participate more actively in their 
care and in decision-making. The example provided in Morgan and Yoder’s 
(2012) paper for empowering care builds on the earlier example given for holistic 
care. The empowering part was of the nurse asking the patient for details on how 
to add the healing elements to the room and as a result, empowering the patient 
to be part of his own treatment and healing process.  In addition to these defining 
attributes of PCC, the model suggests some antecedents and consequences 
regarding the adoption of these attributes. An example of an antecedent is vision 
and commitment, and an example of a consequence is increased satisfaction 
with healthcare. The strengths of this conceptualisation of PCC lies in how 
Morgan and Yoder (2012) have tried to consider the antecedents as well as the 
consequences of PCC and suggest a number of potential measures for assessing 
the antecedents, the attributes and the consequences.   
  
A final concept that is critical for understanding and implementing PCC is patient-
centred communication. Epstein et al., (2005) have distinguished between 
patient-centred communication, PCC, and patient-centeredness. Their definition 
of patient-centeredness is a moral philosophy with three central values:  
i) Offering patients opportunities to provide input and participate in their care  
ii) Enhancing partnership and understanding in the patient-doctor  
relationship  
iii)  Considering patients’ needs, wants, perspectives and individual 
experiences  
  
Epstein et al., (2005) have defined patient-centred care as actions undertaken to 
achieve the patient-centeredness philosophy. These include health systems 
innovations, technical interventions and interpersonal behaviours. Finally, 
patient-centred communication encompasses how the communication style 
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between HCPs, the patient and his or her family enhances patient-centeredness. 
Patient-centred care in Epstein et al., (2005) is more comprehensive compared 
to other common models of PCC and might be similar in its comprehensiveness 
to how Sidani and Fox (2014) view the concept discussed earlier in that it includes 
the context in the definition of PCC. It also includes how different aspects of the 
healthcare organisation can be designed and utilised in a way that supports the 
implementation of the three core values of patient-centredness.   
Attempting to define PCC by examining papers that have sought to offer such a 
definition has indicated that PCC can vary in meaning from person to person 
depending on the reasons for wanting to understand PCC. It would follow that 
one of the main issues that may act as a barrier to implementing PCC is that the 
concept of PCC is not named consistently by HCPs and researchers, and 
consequently varies in definition across settings (Morgan and Yoder, 2012, 
Naldemirci et al., 2016).   
2.5 Models of patient-centred care  
  
Building on the definitions outlined above, a number of models have been 
developed with the aim of collecting and operationalising the key components of 
PCC in a way that might make the concept more applicable in practice. The 
section that follows reviews models of PCC in detail. In doing so, it evaluates the 
initial models that were developed within medicine and presents some more 
recent models that have been constructed specifically in relation to the practice 
of dentistry. The medical models are presented first, as they provide the 
conceptual basis for much of the work that has been carried out in the dental field.   
  
2.5.1 Models of patient-centred care in medicine  
  
The following four models are reviewed here because they are prominent in the 
PCC research area: the Stewart (2003), Stewart et al., (1995) model, the Mead 
and Bower (2000) model, the Epstein et al., (2005) model and  the 
Asimakopoulou and Scambler (2013) model. It should be noted that the Epstein 
et al., (2005) model is particular to patient-centred communication rather than to 
a wider PCC approach. However, Epstein et al., (2005), have viewed patient-
centred communication as the way in which the interaction between the doctor, 
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the patient and the family can be used to achieve patient-centredness. As such, 
their model was deemed relevant for inclusion here. In fact, Epstein et al.’s (2005) 
definition of patient-centred communication is similar to other researchers’ 
definitions of PCC, with the exception being that the Epstein model focuses only 
on the communication act and does not include any dimension related to how the 
healthcare system or HCPs interact with each other to adopt PCC. Thus, Epstein 
et al., (2005) conceive of any system-related aspect as belonging to PCC rather 
than patient-centred communication.   
  
The Stewart model of PCC  
  
The first of these models, developed by Stewart et al., (1995), posits six 
dimensions;   
1. The first dimension is exploring both the disease and the illness. The HCP 
should not focus all the attention on the signs and symptoms (disease) but 
also consider how the patient as an individual experiences those signs and 
symptoms (illness).   
2. The second dimension of this model relates to understanding the person 
as a whole. This includes knowing the patient’s history, their current social 
situation and any psychological issues as well as how these issues affect 
his or her experience of the illness.   
3. The third dimension is finding common ground in three main areas: 
agreement between the doctor and the patient on the nature of the 
problem; the plan for treating or managing the problem; and the role of the 
patient.   
4. The fourth dimension in this model is incorporating prevention and health 
promotion, which concerns prevention and promotion on a patient level 
rather than a population level.   
5. The fifth dimension is enhancing the patient-doctor relationship by 
showing empathy and addressing concerns and by the doctor being self-
aware and reflective.   
6. The sixth dimension is the need to be realistic, both in teamwork and team 
building and in time.   
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It has been suggested that these processes are equally important in delivering a 
PCC consultation. The Stewart et al., model was developed particularly for family 
medicine but has been applied in the general medical field (Bedos and Loignon,  
2011). As there are no studies testing this model’s applicability to dentistry, it is 
uncertain whether it is applicable to dental settings without modifications. In 
general medical consultations, the actual treatment rarely occurs during the visit 
itself (Sondell and Soderfeldt, 1997). In a dental consultation, the dentist is 
expected to deliver the actual treatment during the visit in addition to making the 
diagnosis and reviewing the case. This differs from the average medical 
consultation, which consists of reviewing a case, documenting a history, 
diagnosing and developing a treatment plan. Therefore, although this model 
appears comprehensive, its applicability in dentistry has not been demonstrated.  
  
The Mead and Bower (2000) model  
  
Rather than the six dimensions proposed by Stewart et al., the Mead and Bower 
model identifies five dimensions of PCC:  
1. The first dimension is the biopsychosocial perspective. In this dimension, 
the HCP should examine the patient’s biological signs and symptoms as 
well as study his or her social and psychological state.   
2. The second is the patient-as-person concept, which might resemble the 
previous dimension but is more personal and aims to understand how 
each patient views and experiences his or her illness as well as the 
particular effects it has on his or her life.   
3. The third dimension is concerned with sharing power and responsibility 
and the fact the relationship between the patient and the doctor should be 
more equal and balanced in power in order for care to be patient centred.  
4. The fourth dimension in this model is the therapeutic alliance, which 
concerns the relationship between the doctor and the patient. It is defined 
as ‘the collaborative and affective bond between therapist and patient’ 
(Martin et al., 2000).    
5. The fifth dimension, doctor as person, has received little research attention 
(Winefield et al., 1996). It concerns the subjectivity of the doctor, and 
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particularly how he or she might react to patients and be influenced 
(positively or negatively) by them.   
As with the Stewart et al., model above, this model also posits that all five 
processes are equally important in delivering PCC.  
  
The Mead and Bower (2000) model, although one of the most frequently cited 
models of PCC for operationalising the concept, is not without limitations. The 
model’s construction was mainly based on reviewing the literature, and the 
researchers obtained the opinions of neither HCPs nor patients when developing 
the model. Furthermore, despite describing some of the measures used for the 
different dimensions of PCC, they did not specify how to implement these 
dimensions. Also, the fifth dimension in their model (doctor as person) seems 
difficult to measure, especially since none of the measures included in the paper 
actually measured this dimension (Mead and Bower, 2000).   
  
The Stewart (2003), Stewart et al., (1995) and Mead and Bower (2000) models 
have common dimensions: exploring the disease and illness in the Stewart model 
corresponds to the biopsychosocial perspective in Mead and Bower; 
understanding the whole person highly resembles patient as person; and finding 
common ground shares similar aspects with sharing power and responsibility. In 
the Stewart model, the enhancing the doctor-patient relationship component can 
be linked to the therapeutic alliance dimension in Mead and Bower.   
  
While these similarities demonstrate that these two models address the same 
concept, there are also several important differences between the two models. 
The Mead and Bower (2000) model is concerned only with the aspects of the 
relationship between the HCPs and the patient during a consultation and does 
not take into consideration any other factors in the healthcare system that can 
make the care more patient-centred on a system level. For example, Mead and 
Bower (2000) did not include the dimension of prevention and promotion, possibly 
because they did not believe it was included in the concept of PCC and instead 
associated it with the field of public health. Moreover, their model does not aim to 
or suggest that it does represent a method that can be adopted and taught to 
HCPs although such an assumption may be implicit. The Stewart (2003) model, 
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on the other hand, was explicitly and specifically developed for use as a clinical 
tool by HCPs and based on clinical experience in the field of family medicine. 
Stewart et al., (2003) also incorporated two dimensions in the model that cover 
more than the nature of the doctor-patient communication. Unfortunately, this 
inclusion also fails to apply the Stewart et al., (2003) model to the system level, 
as the model focuses mainly on how HCPs can include preventive and health 
promoting aspects into the visit rather than more substantial issues, such as the 
context of the healthcare delivery itself.  
  
The Epstein et al model  
  
Epstein et al., (2005) have proposed an operational definition of patient-centred 
communication that includes the following:   
• Understanding the patient within his or her unique psychosocial context 
• Eliciting and understanding the patient’s perspective (ideas, concerns, 
functioning, feelings, needs and experiences)  
• Helping patients share power and responsibility by involving them in 
choices to the degree that they wish  
• Reaching a shared understanding of the problem and its treatment with 
the patient that is concordant with the patient’s values  
  
The Epstein et al., (2005) model possesses similar components to the other 
models of PCC, particularly focusing on understanding the patient within his or 
her unique psychosocial context. As discussed earlier, Epstein et al.,’s (2005) 
model represents patient-centred communication rather than PCC per se. Since 
it predominantly concerns patient-centred communication, it does not cover 
dimensions such as health promotion. The strength of the Epstein et al., (2005) 
model is the provision of an operational definition of patient-centred 
communication; however, its particular strength is that it was accompanied by 
recommendations to adhere to when developing a measure for PCC, one of 
which is to avoid an over-inclusive definition that includes general good 
communication behaviours. Instead, it advocates for the need to remain true to 
the components of PCC. Although this research developed an operational 
definition based on a literature review of previously developed models, it did not 
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take into account practitioner feedback. Thus, the model was not applied to 
practical settings and the efficacy of the model to generate PCC in daily practice 
remains untested.   
The Asimakopoulou and Scambler (2013) model  
The fourth model of PCC emerged from merging the two previously described  
PCC models: the Mead and Bower (2000) model and the Stewart (2003) model. 
Asimakopoulou and Scambler (2013) built their hierarchy model on the four 
preexisting dimensions suggested in the work of Mead and Bower and Stewart 
et al., (Mead and Bower, 2000, Stewart et al., 1995, Stewart, 2003): patient as a 
whole person; exploring disease and its context; doctor-patient relationship, 
including common ground and sharing responsibility; and doctor-patient 
relationship ethos. Asimakopoulou and Scambler (2013) assumed the view that 
these four dimensions are essential components of fundamental, humane care, 
rather than genuine PCC. They argued that PCC is more than those four 
dimensions, but that it rests on those four dimensions of basic healthcare. This 
framework was initially developed for use with diabetic patients rather than in 
dentistry (Asimakopoulou and Scambler, 2013). The model specifically considers 
the role of information and choice in a PCC relationship. It particularly proposes 
four levels of information and choice in a PCC relationship between HCP and 
patient, which build on the basic dimensions proposed by Mead and Bower 
(2000) and Stewart et al., (2003), in a hierarchy of different levels of information 
and choice giving. The idea behind this model is that clinicians need to meet all 
four basic principles of basic humane care, after which they can offer patients 
more or less information and choice at various levels of the hierarchy.  
In the first level, the HCP provides the patient with only general information about 
the condition and its treatment, such as dietary recommendations or instructions 
for taking medication prescribed by the HCP. In this level, no choice of any kind 
is presented to the patient, as the patient is expected to follow the HCP’s 
instruction. In the second level, in addition to the general information presented 
in the first level, the HCP offers different available choices to the patient and notes 
the main advantages and disadvantages of each choice. In this level, patients are 
encouraged to make a choice, which includes the option of no treatment, and 
their personal preferences and social context are taken into consideration. In the 
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third level, in addition to the HCP providing the information on all available 
choices and taking into consideration the patient’s psychosocial context, priorities 
and preferences, the HCP works with the patient to arrive at the most suitable 
choice for him or her. In the third level, the HCP acknowledges that patients might 
have the same physiological signs and symptoms, yet this does not mean they 
all want the same treatment or will respond to it the same way. The idea here is 
that a treatment plan that is good for one patient might not be as good for another, 
especially when patient preferences and expectations are considered. At the 
fourth level, the patient makes decisions, with the help and guidance of the HCP, 
about which treatment option he or she would prefer and how to control and 
manage the condition.   
The strengths of this model lie in the fact that the information provision element 
is considered ideal when the HCP provides the patient with the necessary 
information (the amount is affected by the patient’s preferences) on all the 
available treatment options. This is particularly important if no evidence-based 
option exists and the available options have their own benefits and risks. This 
approach permits the patient to make his or her own trade-offs, based upon 
individual preferences, by weighing the available options.   
Even though the provision of information is critical, it does not solely ensure that 
the HCP is patient centred. Healthcare practitioners can give information in a 
totally paternalistic way (Edwards et al., 2003). Finally, information giving in itself 
is not sufficient for patient behaviour change (Joseph-Williams et al., 2014).  
For these reasons, the element of choice in the model is vital. Patient activation 
is achieved by giving patients the necessary information on available options and 
subsequently the ability to select from those options in order to improve their 
sense of responsibility for their own health (Hibbard et al., 2004). In the 
hierarchy’s fourth and last level of choice, the patient is the only decision-maker. 
Here, the HCP acts as a guide to help the patient arrive at the most desirable 
option.   
Although this model of PCC overcomes some of the problems presented in other 
models of PCC (i.e. dimensions are typically complex, such as in the 
biopsychosocial approach, which some view as a model in its own [(Borrell-Carrió 
et al., 2004)]), such as in the Mead and Bower (2000) and the Stewart (2003) 
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models, it is not without limitations. First, the hierarchy is purely theoretical and 
has not yet been tested. Second, when developing this hierarchy, the opinions of 
those who will implement it have not been taken into consideration. In other 
words, the HCPs working with diabetic patients were not consulted in regard to 
how to develop and apply the hierarchy. Third, this hierarchy mentions the use of 
decision aids to help patients choose the most suitable treatment plan, but it does 
not mention or imply which decision aids are most suitable to use during a 
consultation with diabetic patients. As such, it requires empirical testing before it 
can be implemented in practice.  
  
This section has reviewed several models of PCC. It has become apparent that 
there is no single model that clearly defines PCC or outlines its practical 
application. While models such as the Planetree model (Shaller, 2007) view basic 
humanity and a respectful attitude towards patients as PCC, others such as the 
Asimakopoulou and Scambler (2013) interpret such a stance as a prerequisite of 
high quality care rather than as patient centred. It would appear that with the 
exception of the Asimakopoulou and Scambler (2013) model, the models offer 
minimal opportunities for a practical application of their tenets in everyday clinical 
practice. As a next step, the operationalisation of PCC is necessary using a 
practical means of implementing PCC in everyday practice. The thesis seeks to 
address this shortcoming in the literature. Before doing so, however, it is essential 
to establish that a patient-centred model of care should have positive health 
outcomes, or at least avoid causing any harm. The section that follows reviews 
evidence of the positive effects of a PCC consultation on patient outcomes.  
  
2.6 What are the benefits of patient-centred care?  
  
A body of work has been developed which investigates the efficacy of PCC and 
its impact on patient outcomes. This body of work has been carried out mostly in 
the fields of medicine rather than in dentistry, but it has informed the rationale 
highlighted above for the promotion of PCC in dentistry. However, as this thesis 
concerns PCC in dentistry rather than in medicine or nursing, the aim of this 
literature review is to obtain overarching evidence on the outcomes of adopting 
PCC. This was achieved by identifying any systematic reviews or meta-analyses 
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conducted on this topic in order to evaluate the extent to which the evidence 
indicates positive outcomes that could result from adopting PCC dimensions.  
A number of recent systematic reviews and ordinary reviews were conducted on 
this topic. Systematic reviews are presented first, followed by ordinary reviews.  
Each section is organised in chronological order.  
   
Systematic reviews  
Griffin et al., (2004) have carried out an early systematic review. Their paper 
evaluates the effects of interventions designed to change HCP and patient 
interactions. The included interventions could thus target the patient, the doctor 
or both. The review studies objective health outcomes (e.g. cholesterol level) as 
well as subjective health outcomes (e.g. functional status) and other outcomes 
(e.g. cost and knowledge). Finally, it also examines patient satisfaction and treats 
it as a separate outcome. The inclusion criteria of this systematic review were 
appropriate since the study had to be conducted in a primary or secondary 
medical or nursing setting. The participants needed to be randomly selected and 
allocated to the intervention group, and there should have been an assessment 
of an outcome, satisfaction or both. This resulted in the inclusion of 35 
randomised controlled trials (RCTs) in this systematic review, with only six of 
them measuring objective health outcomes, such as blood pressure.   
In general, positive results were observed in the intervention groups, with around 
74% of the trials exhibiting positive outcomes in the intervention group, including 
improvements in patient satisfaction. The review also suggests that interventions 
directed at patients (e.g. pre-consultation session with a HCP) did not result in 
negative outcomes (e.g. lower functional status compared to the control group). 
This, however, was not the case with interventions targeting HCPs, with nearly 
half of these interventions reporting at least one negative outcome compared to 
the control group. One example is an increase in body mass index (Kinmonth et 
al., 1998), which was measured as one of the outcomes in the intervention group.   
The report has also determined that interventions aimed at patient activation, i.e.  
‘an individual’s knowledge, skill, and confidence for managing their health and 
health care’ (Hibbard et al., 2004), that were attentive to emotion, provision of 
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information and activation of HCP demonstrated promising results. Namely, 
Griffin et al., (2004)  reported that most of the studies (15 out of 17) that aimed to 
activate the patient resulted in improved health outcomes.  
The strength of this study is that it clearly presents and divides the different 
outcomes in adequate detail. Furthermore, it categorises the interventions as 
those targeting HCPs, patients or both, which facilitates the identification of a link 
between interventions that are targeted at patients and certain outcomes, for 
example.   
Dwamena et al., (2012) have also conducted a later systematic review of the 
effects of PCC interventions targeted at HCPs. This review is an update of an 
earlier review by Lewin et al., (2001) that included a wider range of study types 
compared to the present systematic review, which included only RCTs. The 
present review defines PCC as:   
a philosophy of care that encourages: (a) shared control of the consultation, 
decisions about interventions or management of the health problems with 
the patient, and/or (b) a focus in the consultation on the patient as a whole 
person who has individual preferences situated within social contexts (in 
contrast to a focus in the consultation on a body part or disease) (Dwamena 
et al., 2012, pg.2).   
The review focuses on the clinical consultation and groups the outcomes into four 
main categories: consultation processes, such as provider communication skills; 
satisfaction; health behaviour, such as attending a follow-up; and health status, 
such as physiological measures. Forty-three studies were included in the 
systematic review, 29 of which were new studies that the previous review did not 
include. In the health status outcome category, 12 of the 26 studies that assessed 
this outcome demonstrated positive effects. For healthcare behaviour, only 17 
studies measured this type of outcome, with eight of these studies revealing a 
positive effect. With regard to satisfaction, 12 of the 26 studies that reported this 
outcome evidenced a positive result. Finally, for the consultation process 
outcome, 28 out of 35 studies reported positive effects of the intervention, which 
is the highest of the outcomes. This systematic review is more detailed compared 
to the other reviews; it presents thorough information on each study as well as on 
possible biases within the studies. In general, the review reports that interventions 
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targeting HCPs reflect improvements in new skill development but also yield 
mixed results in other outcomes, such as health status. Moreover, patient health 
behaviours display some improvement as well, especially when combined with 
specific educational materials and training for patients.    
A year later, Rathert et al., (2013) conducted a systematic review on the 
outcomes resulting from the adoption of PCC. This review specifically focuses on 
the outcomes of PCC as a concept rather than on any single dimension of PCC, 
such as the doctor-patient relationship, as well as on shared decision-making 
(Joosten et al., 2008, Shay and Lafata, 2015, Kelley et al., 2014). Rathert et al., 
(2013) sought to identify which of the PCC processes noted in the IOM definition 
of PCC could improve outcomes. They hypothesised patient condition and 
expectations as moderators between the PCC processes and outcomes and 
patient activation and adherence as mediators. The review includes 40 articles, 
which they categorise as studies focusing on either patient preferences, 
individualisation or involvement. They then sub-divide studies into those that 
concern information and communication processes, those that include all of the 
IOM PCC dimensions, and those that concentrate on one or more of the 
remaining dimensions of PCC, such as continuity of care.   
  
The review generally finds that nearly all of the studies reported positive 
outcomes in relation to improvement in patient satisfaction and well-being. For 
example, in one study included in the review (Lee and Lin, 2010), the intervention 
resulted in improvements in trust and patients’ self-rated mental health, but not in 
the physical health aspect. On the other hand, the review specifies mixed results 
on clinical outcomes and long-term outcomes. For example, following on the 
earlier study by Lee and Lin (2010) that collected survey data from patients three 
times in 12 months, improvement was observed in patient satisfaction and mental 
health quality of life, but measures of blood sugar levels (HbA1c) indicated no 
such improvement. Studies that have included all of the IOM dimensions 
generally report positive outcomes compared to those that only feature one or 
two dimensions and which typically yield mixed results in some of the assessed 
outcomes. Finally, the review suggests that mediators and moderators could 
influence the resulting outcomes as hypothesised; for example, patients’ 
expectations and preferences for involvement were hypothesised to exert a 
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moderating effect on the outcomes resulting from PCC interventions and were 
found in a number of studies that have assessed this effect. Returning to the Lee 
and Lin (2010) study, Rathert et al., (2013) found that the PCC intervention, with 
its focus on improving patient autonomy, demonstrated more results in physical 
quality of life for patients who want to be involved in the decision-making process. 
This implies that patients’ desires for involvement could either strengthen or 
weaken the resulted outcome of PCC interventions.   
The strength of this review was the inclusion of a comprehensive model of PCC: 
the IOM model. Thus, the review focused on studies that mention one of these 
explicit dimensions in order to establish a link between specific health outcomes 
and specific PCC dimensions. Furthermore, the addition of the hypothesised 
moderators and mediators partially explained, or at least suggested, a potential 
reason for the differences in the outcomes.       
In the same year, McMillan et al., (2013) carried out a systematic review on the 
outcomes of PCC interventions. The review focuses only on RCTs that concern 
people or settings dealing with chronic conditions. McMillan et al., (2013) 
identified 29 articles that met the inclusion criteria. One of these articles reported 
on two RCTs, so the total number of RCTs included in this review is 30. The PCC 
model they used to guide this systematic review was developed by Morgan and 
Yoder (2012). They also characterised the interventions as simple, complex, 
training or observational, then divided the outcomes into the most common ones: 
patient satisfaction, perceived quality of care and health outcomes. The review 
concludes that results were generally promising; for example, PCC led to 
increased patient satisfaction, improved perceptions of the quality of care – at 
least from the patient perspective – and improvements in patients’ emotional 
wellbeing, not to mention that PCC did not usually require longer consultation 
times. Some studies have still reported mixed outcomes, but McMillan et al., 
(2013) noted that a number of these studies were classified as high risk (in 
relation to bias in the study design), and therefore advised that the mixed outcome 
results should be interpreted with caution. The review suggests that interventions 
that focus on advancing the communication skills of HCPs as well as patients’ 
involvement in the decision-making process seem to be most promising for 
improving patients’ satisfaction and engagement. The review finally highlights the 
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need to study the long-term effects of PCC interventions and the sustainability of 
these interventions and their effects over time. The review succeeds in adopting 
a model and organising the various studies included around that model as well 
as in dividing the expected outcomes, which makes it easier to recognise them. 
McMillan et al., (2013) were also effective in reporting and ranking the biases in 
each study. The limitation of this review is that it only included studies on chronic 
conditions, so the extent to which the findings can be generalised in other settings 
still remains uncertain.   
In contrast, Fredericks et al., (2015) have conducted a more recent systematic 
review with the aim of examining the effects of PCC interventions on two main 
outcomes – quality of care and self-care behaviour – in both in-patient 
hospitalisation and in self-care behaviours after hospital discharge. The authors 
also intended to identify characteristics of PCC interventions that yield effective 
results in terms of better quality of care and improvement in self-care behaviour, 
which were the main outcomes of the review. The inclusion criteria were as 
follows: the study must target adults; the measured outcome should include one 
of the two outcomes under examination; the study must have been published 
between 1995 and 2014; and the language must be English. Finally, the design 
could have been non-experimental, quasi-experimental, experimental or RCT. 
This resulted in 40 studies that Fredericks et al., (2015) determined had met their 
inclusion criteria. As for the characteristics of the PCC intervention, the authors 
found that the majority of these interventions were educational (90%) or 
counselling (10%) related. Methods of PCC delivery in these interventions was 
found to be mostly individual (76%), while 14% were combined – targeted at both 
individuals and groups – and 10% were targeted at groups only. The intervention 
itself was delivered in a combined written and verbal format in 67% of the studies. 
The remaining studies were heavily verbal (29%), with only 5% delivered through 
written format. In addition to these characteristics of PCC intervention, this 
systematic review also considered the type of intervention delivered (i.e. 
structured), the timing of delivery (i.e. post-hospital discharge) and the provider 
of intervention delivery (i.e. researcher, staff). The study found that little research 
has examined the effect of a PCC intervention on patients after discharge. 
Fredericks et al., (2015) reported that only 10 of the 40 studies concluded that 
the PCC intervention efforts were effective. The review also suggests that PCC 
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interventions might be most effective with people in acute care compared to those 
who have a chronic condition. Additionally, the review reports that interventions 
delivered at multiple points in time were most likely to evidence a significant 
improvement in patient health outcomes. The authors have further suggested the 
need to take the culture into account, particularly its possible impacts on people’s 
interest in engaging with the PCC interventions.   
The results of Fredericks et al., (2015) review appear to contrast the findings of 
previous studies. However, this is explained upon carefully reviewing the paper. 
The review has some issues with reporting the results of the included studies. 
For example, when suggesting that PCC interventions were not that effective with 
chronic illness, it offers no exact number of studies that reported out of the total 
number of studies examining people with chronic illnesses to justify this claim. 
Another issue with this systematic review is that although the authors identified 
sufficient details regarding the study characteristics, the characteristics of 
participants and the characteristics of the PCC interventions, this could not be 
said about the outcomes, which were scarcely addressed. The results of this 
review need to be interpreted in light of these limitations.  
In addition to systematic reviews, the literature search revealed some ordinary 




In an early review of the literature performed by Stewart (1995) regarding the 
quality of patient-doctor communication and its effects on the health outcomes of 
patients of all ages, 16 of the 21 studies that met the inclusion criteria evidence 
positive results, while one study reports inconclusive results and four report 
nonsignificant results. This review includes studies that have developed an 
intervention targeting either the patient or the clinician as well as studies that did 
not entail alterations of the situation but did include observation of the different 
behaviours and their effects on patient health outcomes.   
Mead and Bower (2002) later carried out a review of the literature on the various 
outcomes of PCC consultations in primary care settings. This review is interested 
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not only in the outcomes of PCC but also how PCC is defined and measured in 
each empirical study that was retrieved. Nine studies were identified as eligible 
for inclusion. The review assesses the applied measurements, internal validity 
and external validity of each of these studies. Mead and Bower (2002) have 
concluded that the effects of patient-centred consultations on patient outcomes 
are ambiguous; some studies report significant results on patient outcomes, such 
as satisfaction, while others indicate no such meaningful effects. Furthermore, 
neither external nor internal validity were high for the majority of the studies. The 
authors have suggested these variations in outcome might be a result of studying 
the different dimensions of PCC and have argued that each dimension of PCC 
might have a different effect based on which outcome is being measured. It 
should be noted that this is not a systematic review or a meta-analysis, so the 
results should therefore be interpreted with caution.   
  
The following year, Michie et al., (2003) conducted a review with the main aim of 
understanding whether the two key concepts of PCC (1. eliciting patient views 
and understanding their perspectives and 2. activating the patient to have some 
control in the consultation and/or the management of their condition) as identified 
in the review had different effects on the health outcomes of patients with chronic 
illness and whether the various studies have used these two concepts.   
Thirty studies were included in this review: 20 were classified under the ‘patient 
perspective’ approach and 10 were grouped under the ‘patient activation’ 
approach. Studies using a ‘patient activation’ approach were generally more likely 
to result in improved physical health outcomes. Six out of the seven studies that 
examined the effects of ‘patient activation’ interventions on physical health 
reported positive outcomes. For ‘patient perspective’, on the other hand, only two 
out of the nine studies found a positive association between this approach and 
improvement in patients’ physical health. As for patient adherence, 6 out of 8 
studies found a positive association in ‘patient perspective’, which is comparable 
to the results of studies classified under ‘patient activation’ (5 out of 7). In terms 
of satisfaction, 6 of the 10 studies classified under ‘patient perspective’ noted a 
positive association, and in ‘patient activation’, the two studies with satisfaction 
as an outcome identified a positive association. In this review, Michie et al., 
(2003) also examined quality of life, improvement in patient well-being and stress 
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reduction as outcomes of PCC. Here, there was limited evidence of studies 
addressing these outcomes, with only 2 of the 30 studies included in this review 
having done so. These two studies were classified under the ‘patient activation’ 
approach. While one of them notes a positive effect, the other reports mixed 
results.   
Although this review helpfully classifies the studies into two distinct types of PCC 
– patient perspective and patient activation – it has shortcomings. The review 
includes all types of studies, regardless of quality (e.g. including a case study and 
cohort studies in addition to RCTs). Further, Michie et al., (2003) review included 
some information on the quality of the studies, but this was not done for all of the 
studies. As such, the findings of this review may be biased, and further work is 
needed to assess the review outcomes.  
Most of these systematic reviews and review papers have suggested that PCC 
interventions generally result in better outcomes, although some have reported 
mixed results. The exception to either positive or mixed results was the review by 
Fredericks et al., (2015), which suggests that PCC interventions do not seem to 
benefit chronically ill people compared to people in acute care and only a quarter 
of the studies included demonstrate positive outcomes, but the limitations of this 
paper have already been noted.   
In contrast, McMillan et al.,’s (2013) systematic review of the effect of PCC 
interventions on chronic conditions, which only included RCTs, indicates that 
positive outcomes were generally observed in the intervention group in a majority 
of the studies. These differences could possibly be a result of McMillan et al., 
(2013) including only RCTs, which is more rigorous because it controls for 
possible factors that might confound the findings.    
Although systematic review findings in the area suggest overall mixed results in 
terms of the success of PCC approaches in influencing health outcomes, it would 
seem that there is more to PCC than simply the contents of the approach. For 
example, Aita et al., (2005) have conducted a study to investigate which factors 
can confound the effectiveness of PCC. They conducted a secondary qualitative 
analysis of the doctor-patient interactions of 44 doctors in 18 family practices. 
Thereby, they identified four factors that can influence the doctor–patient 
     41 
interaction: doctor characteristics, patient characteristics, community culture and 
practice organisation. The researchers demonstrated that patients and doctors 
are not the only factors that affect the patient-centeredness of a medical visit, as 
all four factors affected the communication between the doctor and the patient. 
This information offers insight into the reason for some of the outcome variations 
in the studies included in the reviews above and discussed here. However, 
although this study is helpful, it is not without limitations. Trained fieldworkers 
recorded notes during medical visits, which the researchers subsequently 
analysed. Because the patient-doctor interactions were not audiotaped, they may 
have been prone to missing information or subject to the biases of the individuals 
writing the notes. Additionally, this was a qualitative study, and the researchers 
made note of the fact that the results were not intended to be generalised since 
the sample was purposefully selected. However, this study could be helpful for 
future studies on outcomes of PCC, as researchers would need to control for 
these possible moderators and include them in their assessments of the 
effectiveness of PCC approaches on health outcomes and other outcomes in 
general.   
In conclusion, while the research to date is not without flaws, it presents some 
evidence for positive effects of PCC interventions on certain treatment outcomes. 
The positive outcomes range from improvement in patients’ physical health to 
increased satisfaction with the care.   
The systematic reviews and reviews discussed above have relied on individual 
studies focused on one or more outcomes. The table below lists a number of 
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Table 2. 1: Common outcomes resulting from PCC interventions 
 
Outcome Reference 
Increased adherence  Stewart et al., (2000), Fuertes et al., (2007)   
Improvement in patient satisfaction  Kinmonth et al., (1998), Egan et al., (2007),  
Moran et al., (2008), Fuertes et al., (2007), 
Maly et al., (1999)   
Improvement in HCP satisfaction   Sullivan et al., (2006), Boult et al., (2008)   
Lower utilisation of health 
services (including less 
diagnostic tests)  
Bertakis and Azari (2011b), Bertakis and 
Azari (2011a), Stewart et al., (2000), Casas 
et al., (2006)  
  
Improvement in patient physical 
health, e.g. blood pressure  
Greenfield et al., (1988), Green et al., 
(2008)   
Improvement in patient general and 
emotional health, e.g. quality of life 
survey scores  
Kaplan et al., (1989), Kinmonth et al., 
(1998), Roter et al., (1995), Nijhof et al., 
(2012), Maly et al., (1999)   
Decreased malpractice claims   Charmel and Frampton (2008)  
  
 
2.7 Patient-centered care in the dental literature  
  
While the term PCC initially transferred to dentistry from medicine, there is a small 
but growing body of work that has focused on the practice of PCC in a dental 
setting. The aim of this section is to determine if similar results regarding 
comprehension of PCC and impact on patient outcomes are present in dentistry.   
This section presents research that has illustrated the importance and 
effectiveness of PCC in a dental setting and elaborates on the pressing need for 
further research.  
Mills et al., (2013) have conducted a systematic review of the literature on the 
application of PCC to dentistry in order to identify how PCC can be adapted to 
the dentistry field. The authors have reviewed whether the existing literature on 
patient centeredness in dentistry was evidence based or not. Of the 31 papers 
included, only four were evidence-based studies. Not one of the studies included 
had a study population that allowed for generalisations; additionally, they were 
not representative of the average patient who attends a dental clinic. Finally, only 
one study incorporated the patients’ perspectives of PCC rather than those of 
dentists. Mills et al., (2013) have concluded that the empirical base of PCC in 
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dentistry is currently inadequate and that there is a need to develop a tool to 
measure this concept. They have suggested that in order to encourage the use 
of PCC in dentistry, it is not enough to use clinical outcome measures as the only 
indicators of quality; patient-reported outcome measures must be included as 
well. Even though this systematic review was the first to address PCC in dentistry, 
the study has some weaknesses. Out of the 31 studies included, detailed 
information was provided only for the four studies that Mills et al., (2013) identified 
as evidence based, making it difficult to determine why the rest were excluded. 
Some of the studies included (e.g. Scambler et al., (2011)) were treated as 
exploring PCC when in fact they did not. Problems such as these necessitate 
careful interpretation of the results of this review.  
Mills et al., (2014) have expanded on this earlier review (Mills et al., 2013) with 
another more detailed systematic review. Mills et al., (2014) conducted this 
systematic review in order to identify main aspects of PCC as noted in primary 
research studies in the field of dentistry. Out of the 48 papers identified and 
retrieved, 19 were primary research papers, while the others were opinion or 
review papers and only 3 articles of these 19 papers met all of the inclusion 
criteria. These studies demonstrate the importance of patient-dentist 
communication, empathy, individualised care and information as key features of 
PCC in dentistry. This systematic review identifies some differences between 
PCC in medicine and PCC in dentistry; some aspects of PCC that medical 
literature has considered to be important have been seemingly insignificant in 
dentistry. These dimensions are ‘involvement of family and friends’, ‘physical 
comfort’ and ‘co-ordination and integration’. The review further notes that none of 
the included studies was representative of general dental practice and calls for 
studies on patients’ perspectives on PCC as well as more primary research 
studies that examine the evidence of PCC in general dental practice. It justifies 
this by stating the differences that have been identified between medicine and 
dentistry.   
In order to illustrate the conceptualisation and definition of PCC in dental settings, 
the section below presents several of the main studies that emerged from the 
systematic reviews. These studies were selected primarily because they 
attempted to define or study PCC as a concept rather than as a synonym for any 
satisfactory care.  
     44 
These reviews imply that despite some generic principles that might potentially 
describe PCC in dentistry, the quality of the studies leading to such an 
observation is questionable at best.  
  
Two of the reviewed studies further demonstrate this.  For example, Fontana and 
Wolff (2011) have advocated for a new model of healthcare in dentistry – a 
laudable point. In their research on caries management, they have argued that 
caries is a complex disease and that focusing on prevention and management 
would be more effective for managing it. They have suggested that the 
management of caries should concentrate on aspects of PCC, specifically 
prevention and individualised patient risk assessment. They have also 
recommended that the decision-making process for the management of caries 
should incorporate the use of evidence-based dentistry and dentist knowledge 
while also taking into consideration the preferences and needs of patients in order 
to arrive at the clinical decision. Involvement in the decision-making process, they 
have argued, is important not only for caries management but also in other areas 
of restorative dental care.   
  
Although this study does not cover all aspects of PCC, it addresses the key ones, 
such as the dimensions of patient as a person, shared decision-making and 
prevention, which Stewart et al., (2003) and Picker Institute have recommended 
as part of the basic dimensions of PCC. At the same time, though, there are 
problems with how Fontana and Wolff (2011) understand PCC; for example, 
individualised risk assessment was suggested as a core dimension of PCC when 
it is not. Individualised risk assessment is likely important, but it is not a core 
aspect of PCC in any of the previously reviewed models. It is easily apparent that 
dentists can perform individualised risk assessments in either a PCC or a non-
PCC way. It is also evident that despite some degree of understanding of PCC, 
the focus on the concept is not particularly well defined or precise.   
  
A second example is present in work demonstrating the importance of the quality 
of the dentist-patient interaction and the patient’s desire to be part of the 
decisionmaking process (Riley et al., 2012). This study conducted a survey to 
understand the components influencing patient satisfaction in restorative dental 
care. A total of 197 dentists and 5,405 patients took part in this study. Patients 
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reported being influenced by their personal interactions with dentists and by their 
level of involvement in the decision-making process. The shortcoming of this 
study, however, is the focus on satisfaction surveys as the only outcome, with a 
number of questions on the survey concerning the practice or the office itself, 
including questions regarding waiting time and cleanness of the office. Moreover, 
since it was based only on patients’ perspectives, it would not be possible to 
assert whether this information is reflective of the actual practices of dentists. 
Finally, no exact definition of PCC was provided apart from a couple references 
to the importance of using a patient-centred approach, and neither was a list of 
the dimensions, though these were inferred from the questions in the survey.   
In an attempt to answer the question of what PCC means to people working in 
dentistry, a number of qualitative studies were conducted on PCC in dentistry. 
One such study aimed to explore what PCC means to dentists, whether dentists 
were taught to practice PCC and how the PCC approach is practiced in dental 
surgery (Scambler et al., 2014). The study interviewed 20 dentists who were 
practicing and teaching at a university hospital in London. The study indicated 
that dentists in general have a basic understanding of the concept and definition 
of PCC, as they discussed tailoring the care to the individual patient and involving 
the patient in the decision-making. However, they also seemed to view PCC as 
an approach that focused mainly on being ‘nice’ and accommodating with the 
patient – in other words, on fundamental principles of basic, humane care. 
Dentists further expressed that they already practiced PCC, but when asked if 
they had any formal training on how to be patient centred, most replied negatively. 
The same authors (Asimakopoulou et al., 2014) published another study on the 
barriers and opportunities to practice PCC in a dental surgery from a dentist’s 
perspective. Dentists in the study affirmed the importance of PCC in a dental 
surgery, but seemed to view it as a way to lead patients into selecting the option 
the dentist believes is best for them. Patient-centred care is considered a way to 
make the patient more satisfied by ‘feeling’ involved in the consultation. Dentists 
who were interviewed reported multiple barriers, both related to patients and to 
context. Some of these barriers included dentists feeling that patients were either 
uninterested or overly interested in being part of the consultation. This was thus 
a patient-related barrier to practicing PCC. Limited time and money were the main 
context-related barriers from participants’ perspectives. In general, it seemed that 
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the interviewed dentists’ viewed PCC as a means to achieve compliance. 
Furthermore, the treatment choices dentists recalled giving to patients seemed 
limited to the choices that the dentists deemed best for the patient. This was 
interesting because this study reduced PCC to a consultation in which patients 
were given instructions in a ‘nice’ manner. Although both studies are informative 
and explored dentists’ views and understandings of PCC, the results would need 
to be replicated in non-dental-school settings. Since the dentists all had teaching 
responsibilities in the same dental school, they might not be representative of the 
average dentist. More qualitative studies must be conducted in different settings 
to understand more clearly how different dentists view PCC and whether they 
practice it.   
In conclusion, as evident from the literature discussed in this section, PCC as an 
approach has been under-studied and under-developed in dentistry. Most studies 
that have used PCC have failed to actually define it or to demonstrate its 
relevance to the study (Mills et al., 2014, Scambler et al., 2016). While some have 
attempted to examine PCC, the lack of clarity with regard to the definition of the 
concept and how it can be practiced undermine any findings obtained thus far.  
  
2.7.1 Definitions of patient-centred care in dentistry  
  
Although there is a general lack of studies on PCC in dentistry, there have been 
efforts to define the concept more adequately and specifically for dental settings. 
Phillips (1999), who discussed the importance and necessity of reporting patient-
centred outcomes in surgical and orthodontic treatment, provided a definition of 
PCC at the beginning of the article. The definition provided states that PCC is 
care that ‘has two characteristics: it is closely congruent with and responsive to 
the patient’s wants, needs, and preferences, and it considers the psychological, 
social, cultural, and economic dimensions of the patient in addition to physical 
findings’ (Phillips, 1999, pg.1.). He has discussed aspects of PCC in clinical 
practice, such as information provision, patient-doctor relationship and decision-
making, and has also described how PCC is necessary because of aspects such 
as law and informed consent and quality assessment.   
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While Phillips (1999) definition of PCC covers the main aspects of the concept, 
this is not the case with other definitions provided. Miles (2000) has defined 
patient-centred practice as ‘giving a patient a positive feeling when he or she 
calls the office, walks through the front door, is being treated and is being 
dismissed’. Throughout the article, being patient-centred is equated with good 
customer service. Common dimensions of PCC such as shared decision-making 
and provision of information were not discussed in the article. The one PCC 
dimension that was remotely covered was working to develop a positive dentist-
patient relationship.   
It should be noted that although a number of studies in dentistry have used the 
term PCC or one of its alternatives, the inclusion was merely used to describe a 
generic approach to care that did not qualify as such (Mills et al., 2013). In other 
cases, the term was used merely in the introduction, with no further follow-up or 
justifications for its use (e.g. Reinhardt (2017)).  
Given the lack of clarity in understanding the essence of PCC in dentistry, a 
systematic review was conducted to examine precisely how the dental literature 
has defined the concept of PCC. In their review, Scambler et al., (2016) have 
included 28 papers out of 272 originally retrieved. Studies were included if they 
provided a full or partial definition that was compatible with their developed model 
of PCC – the hierarchy of PCC (Scambler and Asimakopoulou, 2014). They 
concluded that despite the increasing number of studies and growing interest in 
the concept of patient-centeredness in the field of dentistry, most studies did not 
appropriately define the concept of PCC. Instead of providing a definition that is 
in accordance with the common dimensions of PCC, the concept was defined 
and viewed as equivalent to ‘good quality care’. In addition, a considerable 
number of the studies were not empirical in nature; rather, they were review or 
opinion papers.   
 It appears that more work is necessary in order to confidently describe the 
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2.7.2 Models of patient-centred care in dentistry  
  
Although there is no clear definition of PCC in dentistry, some attempt has been 
made to establish a model of PCC. This is interesting since it is difficult to envision 
how a model can successfully operationalise PCC in the absence of a definition. 
At the same time, it could be that having a model can facilitate the development 
of a definition. The four models of PCC that have been developed specifically for 
the dental context are outlined next.   
  
The first model is that of Kulich et al., (2003), who conducted semi-structured 
interviews with 15 new patients and five dentists. These interviews were 
conducted in a Swedish clinic that specialises in the treatment of odontophobia, 
also known as dental phobia (Bray et al., 2009). The interviews were conducted 
to determine what constitutes a patient-centred dentist and a patient-centred visit. 
The central discovery from analysing these interviews is that ‘holistic perception 
and understanding of the patient’ makes a dentist patient-oriented. The study’s 
authors have aligned that with Stewart et al.,’s dimension of ‘understanding the 
whole person’ and have identified two subcategories from the analysis: ‘the 
dentist’s positive view of patient contact’ and ‘the dentist’s positive outlook on 
people’. These themes imply the view that PCC refers to the dentist being a 
positive person (whatever that may entail). Kulich et al., (2003) have noted the 
similarity described in the literature between the doctor-patient interaction and the 
dentist-patient interaction. The problem with this study is that the sample is 
representative of neither the average patient nor the average dentist. The patients 
that the dentists interviewed in this study had treated exhibited particular 
characteristics since they all suffered from odontophobia. Thus, the dentists 
selected to treat them because they had special characteristics that were not 
present among other dentists, such as experience in managing anxious patients 
(Kulich et al., 2003). These dentists had more time available to discuss the 
diverse issues of the anxious patients compared to other dentists (Kulich et al., 
2000). Furthermore, although these patients had likely presented a number of 
issues and concerns, these issues might not accurately reflect those experienced 
by the average patient. As such, the findings relating to PCC being concerned 
with the ‘positivity’ of the dentist need to be interpreted within these limitations.  
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The second model that has been developed for use by dentists is that of Loignon 
et al., (2010). It was created based on semi-structured interviews with eight 
dentists who had practised dentistry for between 12 and 45 years in Montreal’s 
low-income areas. The researchers analysed the interviews using content 
analysis and identified three main themes: dentists’ experiences with low-income 
patients, perception of poverty and strategies to overcome difficulties with this 
particular group of patients.  
The ‘socio-humanistic’ approach, which the Loignon et al., (2010) occasionally 
refer to as a patient-centred approach, consequently emerged and included five 
elements:   
1) Understanding the patient’s social context, whereby dentists try to 
comprehend the cultural and social factors affecting the patient and 
consider the patients’ needs without judgement  
2) Dentists showing empathy and taking their time  
3) Dentists avoiding moralistic attitudes, recognising the difficulties that 
disadvantaged patients encounter when following treatment plans and 
working with them to develop a compromise instead of blaming them  
4) Dentists conquering social differences by being warm and welcoming with 
their patients  
5) Dentists who favoured direct patient contact and worked to establish 
therapeutic alliances with patients were interviewed and said they handled 
the appointments and some secretarial work by themselves   
  
While useful, this model has problems. Again, it was created from a certain group 
of patients who are potentially unrepresentative of the general population. The 
dentists chosen for the study had been practising in low-income areas, so their 
patients were primarily from a particular socio-demographic and income 
background. Also, the interview sample size of eight dentists was low, threatening 
the study’s reliability.   
  
The third model has been developed by Apelian et al., (2014) and is based on 
three main principles that underline the behaviour of a dentist in a clinical 
encounter: understanding, decision-making and intervention. The understanding 
principle entails understanding how patients view their own illnesses and how 
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psycho-social factors might affect these views. At first, this idea could be 
interpreted as a merger of both the ‘patient as a person’ and the ‘biopsychosocial’ 
dimensions from the Mead and Bower model. The next principle in the model is 
decision-making, which concerns the adoption of a shared decision-making 
approach and giving power to the patient. The intervention principle is mainly 
about ‘being mindful of the patient’s existing fears, pace and expectations’. This 
model was developed after shadowing a dentist who had applied several 
approaches with the patients in order to determine the best approach. After the 
30th iteration of the different approaches, Apelian et al., (2014) decided this 
approach would produce good results and used it as a basis for this model.   
A key difficulty of the Apelian et al., (2014) model is that although it revolves 
around three main principles, each of these principles includes many underlying 
concepts that are mixed together. For example, shared decision-making and 
patient empowerment are used to describe the decision-making principle. These 
two concepts might have overlapping dimensions, and some researchers would 
suggest that shared decision-making influences patient empowerment, 
particularly due to information exchange (Baars et al., 2010, Edwards et al., 
2009a). The extent to which shared decision-making and empowerment are 
similar concepts under one common principle is, however, questionable.   
In addition, even though the Apelian et al., (2014) model provides a 
comprehensive conceptualisation of PCC for dental settings, the model itself is 
not particularly practical. So, it proposes a set of principles that may play a part 
in PCC in dentistry yet these have not been defined in any practical way that 
might facilitate their adoption in the dental clinic.    
  
A fourth model of PCC has been developed by Mills et al., (2015) based on 
patients’ views and perspectives of what constitutes PCC. In the study, Mills et 
al., (2015) interviewed 16 patients to learn their views on the various aspects of 
PCC in general dental practice. This is a strength of the model, as the patient’s 
voice is central to understanding PCC. The data analysis revealed several 
features of PCC, which Mills et al., (2015) classified as either functional or 
relational aspects of care. Five components were listed under the relational 
aspects of care, which patients viewed as more central to the delivery of PCC 
compared to the functional aspects. These five components were reported to be 
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connection, attitude, communication, empowerment and feeling valued. Under 
these five components, patients mentioned wanting to be treated as a person, 
receive continuity of care and be given options. The five components comprise 
the core of their PCC model. The functional aspects of care, which form the outer 
layers in the model, are concerned with the healthcare system in general, such 
as time and cost, and the physical environment, such as setting and cleanness.   
This model has made a promising start in exploring patients’ perceptions of PCC. 
It falls short, however, in detailing patients’ actual meanings when using the 
above terms; for example, one patient’s need for ‘empowerment’ may differ from 
another’s, and there may not be a universally defined index of ensuring that 
people are ‘feeling valued’. Evidently, empowerment is a difficult concept to 
implement (Gibson, 1991), assess and practice (Asimakopoulou et al., 2012a). 
Finally, this model is notably lacking the dentist’s voice. While it is valuable to 
ascertain patients’ considerations of PCC in a dental consultation, it is also vital 
to determine whether the people who are called upon to deliver it, i.e. the dental 
team, share their patients’ views.   
In summary, most of the PCC models described here present some limitations 
and problems. The first two existing models for use in dentistry (Kulich et al. 2003, 
Loignon et al., 2010) are problematic because they are specific to certain types 
of patients, and their applicability to a typical patient visit thus needs to be 
demonstrated. The third, Apelian et al., (2014) model is flawed because it lacks 
practicality and needs greater focus to be applicable in practice. The fourth 
model, from Mills et al., (2015), lacks the dentist’s perspective. Finally, these 
models of PCC have in common that they start by providing a conceptualisation 
of PCC, but they also all lack a set of guiding principles for implementing PCC. 
There is a need to consider a model that practically guides HCPs in delivering 
PCC.   
  
It would appear that out of the models reviewed so far, the PCC hierarchy by 
Scambler and Asimakopoulou (2014) might lend itself to an exploration of its fit 
within dentistry as a seemingly practically minded model. As such, it was 
theorised that it might be useful for defining PCC in dentistry because the 
hierarchy aims to fully operationalise the concept of PCC, breaking it down to two 
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elements (information and choice) whilst resting on the principles of humane care, 
covered by the core dimensions as identified in medical PCC models.   
  
At the same time, there are certain limitations with this model. First, its 
development was based solely on the literature and existing theoretical models 
and has yet to be empirically tested. Second, the model focuses on using choice 
and information to deliver PCC in dentistry, but no measures have been prepared 
specifically to measure this. As such, it is difficult to establish whether the model 
can actually be used as an effective guide to adopt a PCC approach and how it 
might compare to existing models.   
  
2.8 Developing a tool  
  
Having decided on a model to use as a guide to explore possible practices of 
PCC in a dental setting, the next step is to consider potential tools for measuring 
PCC and enabling dentists to practice PCC. This investigation of the literature is 
motivated by the fact that if a tool assessing information and choice-giving to 
patients already exists, there will be little point in developing another one. A 
search of the literature was conducted to explore the availability and types of tools 
available that reportedly measure PCC in medicine and dentistry.  
  
2.8.1 Types of tools  
  
There are multiple tools to measure PCC that can be helpful for HCPs when 
assessing how patient-centred they are. The following section discusses issues 
with measurement, and the issues with measuring PCC can be summarised aptly 
by Epstein et al., (2005) as follows:   
Problems in measuring PCC include lack of theoretical and conceptual 
clarity, unexamined assumptions, lack of adequate control for patient 
characteristics and social contexts, modest correlations between survey 
and observational measures, and overlap of PCC with other constructs 
(Epstein et al., 2005, pg.1).   
While many benefits of PCC have been identified (Wahl et al., 2005, Stewart et 
al., 2000, Bertakis and Azari, 2011a, Stewart, 2001, Little et al., 2001b, Moran et 
al., 2008, Little et al., 2001a), a key issue that remains unaddressed is how to 
     53 
appropriately measure PCC. It is critical to measure the patient-centeredness of 
the care delivered as well as the outcomes that result from delivering such care 
using reliable and valid measures. Patient-centred care measures should allow 
for clear comparison between studies, thus contributing to a solid empirical 
foundation, rather than speculation and theory alone, upon which healthcare 
providers can justify the efforts of adopting and implementing PCC. This empirical 
foundation is especially crucial to convince clinicians and policy-makers to 
dismiss the biomedical approach in favour of PCC, as it may be both more 
beneficial and more efficient for patients. As the previous section has 
demonstrated, PCC is a multi-dimensional concept, so the process of developing 
a measure for it is complex. The two types of measurement that have typically 
been used in the literature are i) doctor-patient perception of the 
patientcenteredness of the visit and ii) observational methods, including 
videotaping and analysing interactions. Given that the first group is more likely to 
be practical in terms of routine use in the dental surgery, this section explores 
work in this area.  
Measurements of doctor-patient perceptions are usually performed through a 
questionnaire. Most available questionnaires are created particularly for primary 
care settings, including family and general medicine (Cegala et al., 1998, Galassi 
et al., 1992, Safran et al., 1998, Shi et al., 2001). Only two questionnaires have 
been created specifically for measuring PCC as a concept (Stewart et al., 2000, 
Little et al., 2001b). The other relevant questionnaires have been developed to 
gauge patient-doctor communication more generally, although they may include 
some items that are related to PCC.   
The ‘Patient Perception of Patient-centeredness’ is the first questionnaire 
developed specifically to measure PCC (Stewart et al., 2000) and measures how 
patients perceive the patient-centeredness of their last family doctor visit. It is 
based on the Stewart et al., experiences in family medicine, on a literature review 
of studies regarding the general relationship between doctors and patients and 
on their previously established model (Stewart et al., 1995). This particular 
questionnaire has nine items that measure the common ground dimension of 
PCC. Four items assess exploring both the disease and illness dimension, and 
one item explores the understanding the person as a whole dimension.   
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The Consultation Care Measure is the second measure developed for PCC (Little 
et al., 2001b). This measure was also based on the Stewart et al,.’s (1995) model, 
a literature review, and incorporated patient interviews. This measure, similarly 
to the previous one, contains nine items in the common ground dimension. Six 
items can be classified under the exploring both the disease and illness 
dimension, two items under the understanding the person as a whole dimension 
and one item under the patient-doctor relationship dimension.    
There are several challenges with these tools. First, they only evaluate general 
rather than specific behaviour. General behaviour, such as the HCP being ‘nice’, 
is harder to measure than specific behaviour, such as the HCP greeting the 
patient. Therefore, inconsistencies may arise between patients, as the general 
evaluations are inherently more subjective (e.g. Epstein et al., 2005). Second, 
these measures assume there is a ‘typical visit’, and it is unclear if dentistry lends 
itself to a ‘typical visit’. Third, these measures primarily target patients’ 
perceptions of a visit’s patient-centeredness rather than the HCPs’ perceptions 
or the visit’s actual patient-centeredness. This is problematic on occasion 
because the patient’s perception might not accurately reflect the actual 
patientcenteredness of the visit (Epstein et al., 2005). Finally, these two 
measures fail to consider information or choice-giving in a more practical way.  
In view of these shortcomings, their use in the current research was dismissed.   
In addition to the above measures, there are mainstream tools that evaluate PCC 
partly through assessing communication. Work examining the quality of these 
tools (Medical Communication Competence Scale, Patient-Doctor Interaction 
Scale, Patient reactions assessment, Primary Care Assessment Survey, General 
practice assessment survey, EUROPEP, Primary Care Assessment Tool, Patient 
Perceived Involvement in Care Scale, Consumer Assessment of Health Plans 
Survey) follows in Table 2.2, which lists some of the key questionnaires that 
measure the patient and HCP perceptions of one or all dimensions of PCC. The 
table specifies a description, the PCC dimension that was measured, the number 
of items (i.e. length) and the usefulness of each tool for practitioners. This serves 
as a basis for further critical examination and as a starting point for the 
development of a new tool. 
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Table 2. 2: Tools measuring some or all dimensions of PCC 











For patient tool. Developed by Stewart 
et al., (2000) and measures patient 
perception of the patient-centeredness 
of the last family doctor visit. Developed 
based on a literature review of the 
doctor-patient relationship and on the 
Stewart et al., (1995) model. 









For patient tool. Created by Little et al., 
(2001) and based on a literature review 
of the doctor-patient relationship, 
Stewart et al. model and patient 
interviews. Incorporates users’ opinions 
when developing the tool by conducting 
interviews with the patient 






21 Yes, particularly 






Patient and doctor version. Developed 
by Cegala et al., (1998). Focuses on 
the medical communication between 
the doctor and the patient and has two 







                                  
40 
Yes, but is not as 
focused as the previous 
two questionnaires, 
which were developed 
based on a model of 
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the patient, which enables a 
comparison between the patient and 
doctor perceptions of the visit. Included 
items cover the four types of 
information exchange: information 
seeking, information giving, information 




PCC. This one covers 
the communication in 





For patient tool. Developed by Smith et 
al., (1984) and measures patient 
satisfaction with the doctor-patient 
interaction. 
The scale incorporates users’ opinions 
when developing the tool via 
conducting interviews with the patient. It 
can be administered in person, on the 
telephone or via email (Bowman et al., 
1992). 
Whole person, and 
patient-doctor 
relationship 
19 Yes, but it does not 
cover the common 
ground dimension; no 






For patient tool. Developed by Galassi 
et al., (1992) to measure patient 





15 Yes, but it does not 
clearly ask questions 
about how the patient 
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For patient tool. Developed by Safran et 
al., (1998) to measure the performance 
of primary care based on the IOM 
definition of primary care. 





51 No, it is more useful to 
assess the performance 
of primary care centres 
in general, with some of 
the questions evaluating 
the performance of the 
practitioner. The tool is 








For patient tool. Developed by Ramsay 
et al., (2000) to measure the quality of 
primary care services. 





53 No, it is more useful to 
assess the performance 
of primary care centres 
in general, with some of 
the questions evaluating 
the performance of 
practitioner. It is more in 
line with the Picker 
Institute definition of 
PCC. It was developed 
based on the Primary 
Care Assessment 
Survey (PCAS) OR P-
CAT. 
EUROPEP For patient tool developed by Grol et 
al., (2000) and used to evaluate general 
practices, but not on a visit basis rather 
(over the last 12 months). 
The tool has been used and validated 
in different countries and in different 
languages (Dagdeviren and Akturk, 
2004, Milano et al., 2007). 









No, it is not visit-based. It 
could be more useful if 
adopted for a visit, not 
12-month evaluation. 
Also, it had questions 
unrelated to practitioner 
at the end. 




For patient tool. The adult version 
developed by Shi et al., (2001) that is 
used as a measure of the quality of 
primary care services 
and validated in many different 
countries (Rocha et al., 2012) 





74 No, even though some of 
the questions are 
relevant to practitioner. 
Most of the questions 
evaluate the 
performance of primary 







For patient tool developed by Lerman et 
al., (1990). Used to assess patients’ 
perceptions of their own behaviour and 
their doctors’ behaviour in a visit.  
Disease and illness 
experience and 
common ground  
13 Yes, with the main focus 







For patient tool. Developed to report 
back on the performance of different 
health plans. 
Main advantage is its wide use in the 
US, which could allow for comparison 
and identification of possible trends. 
Disease and illness 
experience and 
common ground 
31 Yes, but it is more useful 
to assess the 
performance of the 
practitioners in general, 
with only a few items that 
could be classified as 
PCC questions.  
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As is apparent in the table above, none of these measures has been developed 
for use in a dental setting, and no studies were found that have applied them 
specifically to a dental setting. Furthermore, all but two (Little et al., 2001b, 
Stewart et al., 2000) of these measures were developed to examine the 
communication between the doctor and the patient, or general performance of 
primary care centres or of specific doctors. Although these measures were not 
developed specifically to measure PCC, they often include items relevant to 
measuring certain PCC dimensions. For example, the item ‘does your doctor 
know what problems are most important to you?’ from the PCAT (Shi et al., 2001) 
can measure the whole person dimension of PCC. However, as these 
questionnaires were not originally developed to measure PCC, most items will be 
relevant only for the original purpose of the tool. Accordingly, this inclusion of 
PCC-irrelevant items signals the difficulty of incorporating the tool into the daily 
routine of practitioners due to the time-consuming nature of these long measures 
(Ramsay et al., 2000, Safran et al., 1998, Shi et al., 2001). While it is possible to 
shorten these instruments, such as when Rocha et al., (2012) developed a 10item 
version (PCAT10-AE) of the PCAT assessment tool, similar work has not been 
done to develop a short PCC-specific version of an existing tool. Overall, none of 
the existing tools is sufficient for measuring PCC in dental settings without further 
research and validation.  
  
Other means of measuring PCC involve observational methods. These include 
analyses of video or audiotapes from consultations, which typically involve coding 
particular verbal behaviours determined to be representative of the PCC 
approach. The Roter interaction analysis system is an example of this method. It 
codes medical dialogue by counting how many times the doctor says particular 
words and how much of the consultation involve information exchange and 
patient activation (Roter and Larson, 2002). One criticism of this method is that 
the code definitions can be especially narrow or remarkably broad, which causes 
problems when coding the interaction (Sandvik et al., 2002). In other words, 
certain words and behaviours in patient-doctor interactions are difficult to 
appropriately group into the coding system. For example, Sandvik et al., (2002) 
found that there is no code to classify crying, although it was observed to be 
relevant in consultations. Narrow coding, meanwhile, includes how concepts such 
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as ‘empathy’ are defined in a narrow way, focused on verbal expressions and 
acknowledgement of the other emotions. Another criticism of these methods 
involves their validity. Mead and Bower (2002) have performed a review of 
observational studies that measure the patient-centeredness of the visit and the 
resulting outcomes in primary care settings. They have concluded that the 
internal and external validity of the studies examining this relationship between 
PCC and outcomes is insufficient. While these issues call into question the 
usefulness of observational methods, a benefit is that they can measure the 
actual patient-centeredness of a visit rather than the mere perceptions of either 
the doctor or the patient. Their lack of a practical and brief focus, however, makes 
them an unlikely tool to support dentists.  
  
The Communication in Dental Settings Scale (CDSS) is one of the only measures 
of communication between the dentist and the patient in dentistry. It is an 
observational measure for the interaction between patient and dentist. It was 
created based on the theoretical model of dentist-patient communication (Newton 
and Brenneman, 1999) and consists of 13 items divided into three consultation 
phases. The opening phase includes four items, the examination and treatment 
phase includes six items and the closing phase includes three items. The items 
consist of a dentist’s tasks during a consultation, such as preventative advice and 
information. Ratings are on a four-point scale, ranging from 0 (unacceptable) to 
3 (good) (Newton & Brenneman, 1999). However, as with other observational 
tools, the CDSS has some inherent limitations regarding the validity of the 
measure itself and its applicability, such as the need for an observer to either use 
this tool to code in the consultation itself or watch a video-recording of the 
consultation and code it then. Both require time and effort. In addition, the 
observer will require training to ensure they correctly and accurately code the 
consultation.   
  
Overall, most measures appear to have items that could be applicable to certain 
dimensions of PCC. However, there is seemingly a need for a tool with more 
specific items that apply particularly to PCC in dentistry and which has a practical 
focus.   
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2.9 Conclusion  
  
Despite the increasing number of studies on the concept of patient-centeredness 
in the field of dentistry, the lack of a clear definition and the absence of guidelines 
for implementing PCC are still issues that might impact dentists’ efforts in 
adopting the concept (Eriksen et al., 2008). Additionally, the few models and 
definitions of PCC presently found in dentistry cannot be generalised because 
their study populations have been too narrow and do not represent the average 
dental clinic patient. Many models are also based on general medical contexts, 
but dental clinics and dental visits differ from other medical visits (Sondell and 
Soderfeldt, 1997).   
Dentists have no currently available tool for assessing how patient-centred they 
are during visits. The latest UK General Dental Council (GDC) standards for 
dental teams (GDC, 2005, GDC, 2013) has amplified the need for such a tool. 
Additionally, its development could also help dentists who do not currently 
practice PCC with adopting a PCC model by providing a clear, step-by-step guide 
to demonstrate its implementation in their daily routine.   
  
2.10 Aims and objectives  
  
The overall aim of this thesis is the development and validation of a self-reflection 
tool for dentists as a way of encouraging them to practice PCC in dental settings.   
The thesis specifies the following three major objectives:  
  
1- To explore dentists’ views and opinions on the Scambler and 
Asimakopoulou’s (2014)2 hierarchy of PCC as a theoretical framework for 
designing a tool for dentists  
2- To gauge dental students’ awareness of effective communication by 
having them assess the communication skills of a third party  
                                            
2 The updated version of the Asimakopoulou and Scambler (2013) hierarchy 
published to be used in dentistry    
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3- To develop and validate a PCC self-reflection tool that dentists can use to 
be more self-aware of how much choice and information they give to their 
patients  
  
These are addressed through the following research questions:   
  
1. What are dentists’ views on the Scambler and Asimakopoulou (2014) 
hierarchy of PCC?  
2. What are dentists’ views on barriers to and facilitation of the adoption of 
the Scambler and Asimakopoulou (2014) hierarchy in a dental setting?  
3. Are there significant differences between dental students’ scoring of the 
communication skills of a dentist and that of a panel of experts?  





The literature evidences that although there are broad themes shared between 
medicine and dentistry and between dentists themselves in relation to PCC, there 
is no universal definition or model. In addition, while dentists acknowledge the 
importance of PCC and the need to practice in a PCC way, there is little 
understanding of how this might be done and no uniform or coherent strategy.  
Having considered the various available models of PCC and tools for measuring 
it both in medical and dental settings and using the Scambler and Asimakopoulou 
(2014) model of PCC as a theoretical guide, this thesis sets forth to explore the 
development of a practical, concise and easy-to-use tool that can assist dentists 
in centring their practice on patients.   
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For collecting the necessary data to answer the research questions in Chapter 2, 
and with the ultimate aim of developing a tool to aid dentists in practicing PCC in 
a consistent, flexible and coherent way, there are several approaches that could 
have been adopted.   
  
To this end, this chapter describes the methods used to collect and analyse the 
data of the three studies on which this thesis reports. The chapter starts with a 
brief description of the employed paradigm and the reasons for selecting it in 
particular. Following this, it presents a discussion of the possible research 
designs and the advantages and disadvantages of each along with a justification 
of the mixed methods design used in the study. An overview of the three 
conducted studies follows, each containing a brief description of the methods 
adopted in the study. The details of each study’s methods are noted under the 
relevant chapter.   
   
This PhD thesis consists of three main studies and can be classified as an 
exploratory sequential mixed methods study. There are many other ways to 
design and describe a mixed methods study (Creswell, 2013, Doyle et al., 2009), 
and the level at which the integration of the qualitative and quantitative data 
occurs differs from one mixed method study to another (Fetters et al., 2013). 
Whether the quantitative study was informed or followed by a qualitative study 
has also differentiated mixed method studies (Morgan, 1998). Exploratory 
sequential design was deemed the most appropriate way of describing how this 
study has been conducted, for several reasons. In an exploratory sequential 
design study, qualitative data are collected first and then quantitative data are 
collected in a second phase, usually after the analysis of the qualitative data. 
Because the main aim of this thesis is the development of a short tool, the 
collection of qualitative data was needed to gather the opinions and experiences 
of the intended users of the tool. This is usually the first step in instrument 
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development unless there are already rich data available on the topic under study 
and the necessary information for generating the items (Hinkin et al., 1997), which 
was not the case with this study. In the next phase of this study, quantitative data 
were collected through questionnaires used to validate the tool. The thesis then 
adopts the paradigm promoted in previous work (Creswell, 2013), which suggests 
that an exploratory sequential design is the most appropriate design to use for a 
scale development study.  
  
To summarise, this study uses qualitative interviews and an online survey to 
address the overall aim of developing and validating a self-reflection tool that 
dentists can use to be more self-aware of the amount of choice and information 
they give to their patients. In addition, a cross-sectional survey was conducted 
with dental students to examine their abilities to assess the communication skills 
of another dentist. This in turn could offer some insight into which areas of 
communication they are able to assess well and which they have trouble 
assessing.  
  
3.2 Research paradigm  
  
This study employed a practical, mixed methods approach to achieve its aim of 
improving the adoption of PCC in a dental setting. This means of conducting 
research can be classified as pragmatism (Creswell, 2013), a paradigm in which 
researchers can employ whichever method they find suitable and use it to answer 
their research questions. Researchers using a pragmatic research approach do 
not believe there is only one ‘truth’, unlike in positivism and post-positivism 
paradigms. These paradigms posit that a research question should be answered 
by collecting ‘objective’ data through quantitative methods. Thus, the researcher 
is viewed as an objective observer who usually utilises a large amount of data to 
allow for generalisations by ensuring the recruitment of a sufficient sample that is 
representative of the population under study. The ‘unbiased’ researcher analyses 
these data, studying and examining it with unbiased eyes, and removes himself 
or herself from it to avoid influencing the analytical process (Johnson et al., 2007, 
Mackenzie and Knipe, 2006).   
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The paradigm that is usually considered the opposite of a positivist approach to 
research is the constructivist/interpretivist paradigm, which focuses on using 
qualitative methods to understand the subjective experience of study participants 
or the researcher’s own interpretations of the context or the people studied 
(Mackenzie and Knipe, 2006, Creswell, 2013). Constructivism/interpretivism do 
not agree with the view that there is only one ‘truth’ and instead accept that there 
are ‘different’ truths, as many realities are individually constructed by people 
based on their experiences (Ponterotto, 2005). Therefore, they seek to 
understand the subjective meaning that individuals develop as being affected by 
multiple factors, such as culture or place of work (Chen et al., 2011). In addition, 
this approach considers how researchers and their backgrounds might influence 
how they interpret information as well as how their interactions with participants 
might influence the researcher, in addition to the analysis of the data collected 
(Teddlie and Tashakkori, 2009).   
Pragmatism, on the other hand, is an approach that offers researchers the 
discretion to employ whichever method they deem suitable to solve or understand 
the problem at hand. This removes the restraints of the other paradigms, which 
might lead to a partial picture of the topic of study due to the usage of one method 
that is viewed as the ideal way to answer a research question (Feilzer, 2010).  
Pragmatism is usually considered to be the underlying paradigm in mixed 
methods research (Creswell, 2013, Johnson and Onwuegbuzie, 2004).  
Incorporating both qualitative and quantitative methods to collect and analyse the 
data takes advantage of the strengths of both methods in order to answer the 
research questions. It also prioritises finding a solution to the problem under study 
rather than determining which method should be used to solve it (Hanson et al., 
2005), and thus combines and utilises the various methods available to arrive at 
a comprehensive view or to counter certain limitations of one method by adding 
another. This approach to research design enables the researcher to employ 
different approaches to uncover the multiple layers of the problem (Doyle et al., 
2009). There is another paradigm that is sometimes associated with mixed 
method design: the transformative paradigm, usually associated with studies 
interested in social injustice that concern topics such as feminism (Teddlie and 
Tashakkori, 2009). The pragmatic paradigm fits this study better, mostly by 
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allowing researchers to choose both quantitative and qualitative methods ensures 
they can use whichever method they deem suitable for answering the research 
question (Johnson and Onwuegbuzie, 2004).   
3.3 Research design  
3.3.1 Qualitative research   
  
Qualitative research is mainly conducted to understand and examine peoples’ 
values, opinions or behaviours by employing a number of methods (Kitto et al., 
2008). These methods include the following: taking field notes through 
observations, conducting interviews, and analysing images, documents or diaries 
(Anderson, 2010). Each of these methods could achieve unique aims. For 
example, interviews are generally conducted to acquire data on issues that are 
personal to people, such as motivations for certain behaviours, their opinions or 
views on certain topics and so on. Furthermore, interviews can obtain information 
on people’s feelings as well as knowledge (Britten, 1995). On the other hand, 
observational methods are usually adopted to determine how a sample interacts 
in their natural setting without incorporating any stimulus or intervention, unless 
the study aim calls for such interventions (Mays and Pope, 1995).   
  
Creswell and Poth (2017) have suggested there are five main approaches to 
qualitative research: narrative research, phenomenology, grounded theory, 
ethnography and case studies. Regardless of which approach is used, the 
underlying aim of qualitative research is to understand, describe and examine the 
world as people see and experience it (Ritchie et al., 2013). This type of research 
poses a number of advantages and disadvantages. One advantage of conducting 
this type of research is that the method allows researchers to get in-depth 
information on people’s thoughts, beliefs, opinions and ways of life (Sofaer, 
1999), through either observing people directly or interviewing them.   
  
In addition to being used on its own to view the world as it is understood by 
different people, qualitative methods can be helpful for comprehending some of 
the unexpected results of a quantitative study (Morgan, 1998). For example, if a 
group of participants in a cross-sectional survey have reported feeling a high level 
of distress when engaging in an activity that did not require such feeling of 
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distress, qualitative interviews could follow to investigate possible underlying 
reasons for experiencing such feelings. Alternately, it could be that a quantitative 
study assesses people’s dental fear by e.g. using a standardised dental fear 
measure, but then uses qualitative methods to ascertain the exact site of the fear. 
Qualitative studies can also inform the development of an instrument to ensure 
that it is reflective of participants’ views and important issues. However, despite 
these advantages, several disadvantages exist. Conducting interviews, for 
example, requires considerable spending in relation to the time and money 
needed to recruit, conduct and analyse the data. Some qualitative approaches, 
such as ethnographic studies, have commonly been carried out over a long 
period of time. This enables the researcher to immerse himself or herself in the 
culture under study in order to understand it and report on this understanding. 
Moreover, conducting qualitative studies requires some training of the 
researcher. Interviews or observations demand certain techniques to be learned 
that are both technical and non-technical, such as how to handle sensitive topics, 
ask questions in a non-leading manner, analyse transcripts and so on (Ritchie et 
al., 2013).  
  
Qualitative research sampling and participant selection is drastically different 
from those processes in quantitative methods (Marshall, 1996). The very nature 
of qualitative research negates the need for a randomised sample; the qualitative 
researcher is generally interested in people’s unique experiences or perceptions, 
and randomisation is not recommended in view of the diversity of people in a 
population in relation to their thoughts, beliefs and views. Therefore, it is not 
possible or is particularly difficult to ascertain if the insights from an interview 
discussion with one person can be generalised to others. As such, qualitative 
research often features small and purposefully selected samples.  
  
The following table summarises the main qualitative approaches, based on 
(Creswell and Poth, 2017), and presents basic information on the aim and 
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Table 3. 1: The five main qualitative approaches and their aims and data 
collection methods 





This is interested in people’s life 
stories that are told either by the 
people themselves or through 
documents. The researcher usually 
arranges the story in a coherent way, 
organised by time or events, 
occasionally with some help from 
the storyteller (Moen, 2006). 
Narrative research can help ‘gain 
insight into the way human beings 
understand and enact their lives 




Phenomenology This approach is interested in the 
experiences and meanings of 
participants regarding certain 
phenomena or life events (Morse and 






The main aim of grounded theory 
research is the generation of new 
theory by analysing the data 
available using an inductive 
approach. The aim is for the 
information to generate the theory 
with minimum or ideally no effects of 
any preconceived idea from the 
researchers involved in the analysis 
(Strauss and Corbin, 1994). 
Interviews 
Ethnography This approach is essentially applied 
to describe and understand a 
Observations, 
interviews 
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culture. The culture could refer to a 
particular ethnic group or to a 
community of people in an office 
(Lambert et al., 2011).  
Case study The main objective of this approach 
is to investigate a phenomenon 
(either a case or multiple cases) in 







From the five approaches that Creswell and Poth (2017) have proposed, this 
study has selected phenomenology as its qualitative approach. This approach is 
appropriate because it is mainly interested in studying and understanding 
people’s experiences and the ways in which they interpret and make sense of the 
world around them (Davidsen, 2013). Since this study examines understandings 
and views among dentists of the concept of PCC and its applicability to dentistry, 
a phenomenological approach is the most suitable choice. None of the other 
approaches can support the aim of the study as strongly as phenomenology can. 
Grounded theory was initially considered, for example, but was found to not be 
the best approach because it contributes primarily to developing a theory based 
on interviews or focus groups with participants. Since this was not the main 
objective of the study, this option was discarded. Narrative research, ethnography 
and case study were also unsuitable approaches for this study, as narrative 
research tells a participant’s story, ethnography examines a particular culture or 
group of people and case study focuses on a small number of particular cases to 
analyse them in depth. Phenomenology, on the other hand, emphasises how 
people experience the world in which they live rather than the degree of objectivity 
or reality of this world (Laverty, 2003). This approach is commonly used to 
understand individual perspectives of a phenomenon or event (Barnard et al., 
1999). In order to develop a tool with which dentists can self-reflect on their 
patient-centredness during a visit, it is important to comprehend the meaning of 
PCC for these dentists as well as how they can – and should – practice it in dental 
settings. This knowledge can ensure that the tool includes items that the dentists 
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themselves find meaningful and essential to the concept of PCC and its practice. 
If the tool differs vastly from their view of the concept and its ideal implementation, 
it is highly possible that the intended audience – dentists, in this case – will be 
resistant to utilising such a tool (Keszei et al., 2010).  
As a qualitative approach, phenomenology acknowledges the need to engage in 
reflection to identify and minimise one’s own biases in order to avoid imposing 
them on the analysis and data interpretation. At the very least, a researcher must 
recognise that these biases are present and could affect how he or she handles 
and collects data (Laverty, 2003). This process is commonly referred to as 
‘bracketing’ and is an essential characteristic of phenomenological research 
(Laverty, 2003, Starks and Trinidad, 2007). Although such bracketing was 
attempted in this study, the researcher acknowledges that complete objectivity is 
nearly impossible; therefore, although the reflexivity section in Chapter 4 
acknowledges these issues, the researcher has ultimately decided to follow more 
recent opinions that the complete removal of biases, which earlier practices of 
phenomenology have encouraged, is not possible (Lester, 1999). Consequently, 
the researcher does not make such a claim of objectivity in this study.  
With regard to the method that corresponds or is frequently associated with this 
qualitative approach, phenomenological research can employ a variety of 
methods, although interviews and participant observation are among the most 
common (Lester, 1999). This study has selected interviews as its research 
method.  
This study has adopted the guidelines of Ritchie et al., (2013), which present a 
detailed, step-by-step plan for qualitative data analysis. Ritchie et al., (2013) have 
not classified their methods of analysis under one of the five common approaches 
of qualitative research that Creswell and Poth (2017) have categorised; instead, 
they have stated that their approach ‘borrows’ from multiple traditions that exist 
in the field of social research. Their approach to qualitative data analysis could 
be reflective of general inductive research analysis (Thomas, 2006). Although 
Richie et al., (2013) have clearly articulated and effectively justified their stance, 
it was deemed favourable for the present study to select and adhere to one of the 
five approaches, as this could provide guidance and a point of reference for this 
study within the wider field of qualitative research. Moreover, it could ensure a 
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degree of structure with regard to participant selection and engagement, question 
formulation and interview analysis. Specifying an approach can more clearly 
convey the basic assumptions that underline the study based on such an 
approach (Baker et al., 1992).  
Finally, although a phenomenological approach was selected to guide the first 
study, it was applied with some flexibility, and the approach served more as a 
guideline than as precise instructions that guided all decisions in relation to data 
collection and analysis. Also, a guide to data analysis from Ritchie et al., (2013) 
was used and, as mentioned earlier, their approach to data analysis was not 
classified under one of the traditional approaches to qualitative studies.  
In conclusion, qualitative research is evidently beneficial and can provide insight 
into people’s experiences and interpretations of events that happen to or around 
them. The main disadvantage, however, is that qualitative findings tend not to 
be generalisable and cannot, with the exception of a few cases, be used to infer 
causation. Rather, a qualitative approach offers a rich exploration of the collected 
data, which is crucial when the aim of the research is to thoroughly understand 
a topic. 
  
3.3.2 Quantitative research   
  
Quantitative studies are generally conducted for a number of reasons, including 
to gauge the prevalence of certain diseases, characteristics and demographic 
information, among other information. These studies could be useful for 
examining the relationship between two variables to determine if there is 
causation, usually assessed using an experimental study design, or if there is an 
association between two variables, which is commonly evaluated through a 
descriptive design (Johnson, 2001, Bowling, 2014). In dentistry, for example, a 
quantitative study might measure a patient’s satisfaction with a consultation in 
numeric terms, whereby high scores indicate high satisfaction using a 
standardised measure.  
  
Quantitative methods can guide data collection in many ways, including through 
the following: administering surveys, performing clinical trials or experiments, 
quantifying data from databases, quantifying and recording observed events and 
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conducting structured interviews. A survey, which is the most common type of 
quantitative study, often includes close-ended questions, such as ‘did you visit 
the dental clinic in the last two months?’, which are quantity questions that ask 
for a specific number of times that a particular event or act has occurred, usually 
within a specific timeframe. There are also questions that prompt respondents to 
select one or more options from a list in the questionnaire. In addition, there are 
category type questions which necessitate respondents to select one category, 
such as age. Finally, there are ranking questions and scale questions, which are 
among the most widely used types of questions (i.e. Likert scale) (Marshall, 
2005).   
  
Quantitative studies yield many benefits, as this type of method allows for 
generalisability while still taking into consideration the design that was used and 
any biases that might hinder this generalisability (Polit and Beck, 2010). 
Compared to a qualitative study, a quantitative study typically requires less time 
and permits the collection of a large set of data in a relatively short period of time 
(Johnson and Onwuegbuzie, 2004). Analysing quantitative data is considerably 
less time consuming than analysing qualitative data since a variety of software is 
available to researchers to quickly and accurately analyse large datasets. 
Although there are many advantages to quantitative research, this type of 
research method does present some issues. Use of surveys may allow for 
generalisability and could potentially provide substantial data, but it precludes any 
in-depth analysis. Additionally, quantitative methods such as clinical trials have 
rigid and specific inclusion criteria, which is necessary but means that beyond 
those who are compatible with such narrow inclusion criteria, the results are not 
relevant without further testing (Tunis et al., 2003).   
  
3.3.3 Mixed methods approach  
Mixed methods research has been defined as  
the collection or analysis of both quantitative and qualitative data in a 
single study in which the data are collected concurrently or sequentially, 
are given a priority, and involve the integration of the data at one or more 
stages in the process of research. (Creswell et al., 2003, pg. 212) 
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A mixed methods approach is ideal for this study because the main aim of this 
thesis is to develop a PCC tool for dentists. The qualitative phase was imperative 
in view of the scarcity of research on the concept of PCC in dentistry (Mills et al., 
2014) and the need to collect opinions from the intended audience – dentists, in 
this case – before commencing the development process (Creswell, 2013, 
Streiner et al., 2014). 
 
There are many reasons to utilise a mixed methods approach (Creswell, 2013). 
Doyle et al., (2009) have identified some of these common justifications or 
rationales, which include triangulation, completeness, offsetting weaknesses 
and providing stronger inferences, answering different research questions, 
explaining findings, illustrating data, and developing and testing hypotheses and 
instruments. Other researchers, such as Palinkas et al., (2011), have specified 
the following functions of mixed methods research: convergence, 
complementarity, development, expansion and sampling. Furthermore, Greene 
et al., (1989) have presented a similar classification in terms of triangulation, 
complementarity, development, expansion and initiation. The classification by 
Palinkas et al., (2011) categorises instrument development under ‘development’, 
which they have described as ‘Using one type of method to answer questions 
that will enable use of the other method to answer other questions (e.g., develop 
data collection measures, conceptual models or interventions)’ (Palinkas et al., 
2011, pg. 3). 
Instrument development was the central motivation for selecting a mixed 
methods design. Thus, according to the aforementioned classifications (Palinkas 
et al., 2011, Doyle et al., 2009), the justification for this approach is to fulfil 
‘development’ purposes. As for selecting a particular mixed methods design from 
the variety of possibilities, many classifications have been suggested for 
designing a mixed method study. Differences in classification usually stem from 
the factors which were identified and included in the generation of each design; 
the timing of the two methods, for example, is a commonly considered element 
(Creswell and Plano Clark, 2007, Leech and Onwuegbuzie, 2009). Some 
typologies, such as that of Creswell and Plano Clark (2007), also take into 
account the reason for mixing the methods. Others, such as the Morse (2003) 
classification, consider the emphasis on one method as well as the theory driving 
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the mixed methods study based on the ‘core’ method that is selected. Mixed 
methods typologies have frequently used more than one factor to classify 
potential mixed methods designs (Leech and Onwuegbuzie, 2009, Creswell et 
al., 2013, Tashakkori and Teddlie, 2010), which improves the accuracy of the 
designs.  
Notably, although the Greene et al., (1989) classification arguably classify mixed 
methods designs (Plano Clark et al., 2008, Tashakkori and Teddlie, 2010), this 
thesis interprets it as primarily classifying the reason for conducting a mixed 
methods study rather than as a framework for designing a mixed methods study. 
Creswell and Plano Clark (2007) have proposed one classification of mixed 
methods designs. Their typology suggests four types of designs for mixed 
methods studies, namely concurrent, embedded, explanatory sequential and 
exploratory sequential. In a concurrent design, which might be referred to as 
triangulation or parallel, qualitative and quantitative data are collected 
simultaneously but analysed separately. However, the analysis results are 
eventually integrated in the results or discussion section. In an explanatory 
sequential design, quantitative data are collected and analysed first, then the 
qualitative phase follows. This design typically stresses the quantitative phase, 
and the qualitative phase elaborates on the results of the quantitative phase – for 
example, to explain any outliners – with the sample often being a sub-sample 
from the quantitative phase. In an exploratory sequential design, qualitative data 
are collected and analysed first. The quantitative phase then informs the 
subsequent quantitative phase. This design is often applied to develop a new 
instrument in cases where the literature does not offer sufficient information on 
the topic of study or the topic has not been explored with a particular sample. This 
design can also assess whether qualitative findings, such as those deriving from 
a survey, could be generalised to a larger sample in the quantitative phase. As 
for the embedded design, it involves either a quantitative or a qualitative study. 
Most commonly, it entails a quantitative study with a smaller study, usually 
qualitative, embedded within it. This design is popular among clinical trial studies, 
which feature a large quantitative study with at least one qualitative component 
embedded within it to improve or clarify certain parts of the experiment or its 
implementation (Creswell and Zhang, 2009). Creswell et al., (2003) have 
elaborated further on this classification by suggesting the following six designs 
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for mixed methods studies: sequential explanatory, sequential exploratory, 
sequential transformative, concurrent triangulation, concurrent nested and 
concurrent transformative. This study has used this classification as a guide. 
This thesis has adopted an exploratory sequential design. This design involves 
the collection and analysis of qualitative data first and quantitative data second 
(Creswell et al., 2013). As the name suggests, the design begins with the 
exploratory part, which it achieves through qualitative means, before moving to 
the development phase, which engages with findings from the qualitative phase 
(Palinkas et al., 2011).  
A representation of this particular study design (exploratory sequential) 
(Tashakkori. and Teddlie, 2010, Creswell et al., 2013) using arrows and 
abbreviations would be written as follows: 
QUAL                    quan 
The capitalisation of one method denotes an unequal emphasis (Tashakkori. and 
Teddlie, 2010). Here, it indicates that more stress was placed on the qualitative 
part of the study.  
In addition to the Creswell et al., (2003) typology employed in this research and 
the other typologies that have been described, such as that of Creswell and 
Zhang (2009), many other typologies are available. One example derives from 
Leech and Onwuegbuzie (2009), who have developed a typology for mixed 
methods that considers three dimensions which affect the design. The first 
dimension concerns the mixing of the two approaches (qualitative and 
quantitative) and whether it is a full or partial mix. The second dimension regards 
the timing, such as whether the qualitative and qualitative phases occurred 
concurrently or sequentially. Finally, the third dimension emphasises 
approaches, and particularly whether one approach was dominant or if both 
approaches received equal emphasis. Leech and Onwuegbuzie (2009) have 
referred to this dimension as ‘equal status versus dominant status’. This typology 
results in eight mixed methods study designs: partially mixed concurrent equal 
status design, partially mixed concurrent dominant status design, partially mixed 
sequential equal status design, partially mixed sequential dominant status 
design, fully mixed concurrent equal status design, fully mixed concurrent 
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dominant status design, fully mixed sequential equal status design and fully 
mixed sequential dominant status design. This typology would describe the 
present study as having a partially mixed sequential dominant status design.  
Beyond the aforementioned typologies, certain models have been more popular 
in specific research areas. For example, an article by Creswell et al., (2004) has 
examined the diversity of mixed methods research in primary care and identified 
three main models that could be useful in such settings and may ‘add rigor’ to 
mixed methods research. The first of the three models is the instrument design 
model, which this study has used. In this design, the researcher begins with the 
qualitative part of the study and then follows it with the quantitative part. The two 
phases are integrated at the data analysis stage, at which point the qualitative 
study results inform the development of the instrument. The second model is the 
triangulation design model, which Creswell et al., (2004) have noted is pervasive 
in primary care research. This model involves simultaneous qualitative and 
quantitative phases, and it aims to triangulate the two types of data in order to 
better understand the issue under examination. The integration usually occurs in 
the results, discussion or conclusion. Each type of data is used to confirm or 
contrast with the other, or in some cases, one type of data is converted into the 
other type. In the third and final model, namely the data transformation design 
model, the researcher typically collects and analyses the qualitative data and then 
numerically counts the codes and themes. Alternately, it could also use qualitative 
techniques to transform quantitative data (Creswell et al., 2004, Palinkas et al., 
2011). Evidently, this classification has been adopted from the common 
classifications described in this section, although it was tailored slightly for the 
primary care research.  
As for the data analysis, because this is a sequential type of mixed method, a 
sequential data analytical approach was used in which analysis of the two 
approaches (qualitative and quantitative) occurs in two phases. The purpose of 
the mixing in sequential analytical design is to inform rather than to integrate the 
findings of the two methods together (Ostlund et al., 2011). The other two types 
of data analysis are parallel data analysis and concurrent data analysis. In the 
former, the quantitative and qualitative data are collected and analysed at the 
same time, but they are not compared until the analysis is complete. The latter, 
on the other hand, involves integration of the data at the analysis stage, when 
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one of the data sets (e.g. qualitative) is usually converted into the other data set, 
for example when quantising qualitative data.  
In conclusion, researchers should consider the following key criteria when 
designing and implementing mixed methods research: the reason for conducting 
mixed methods research, the types of data that are collected, whether qualitative 
research or quantitative research takes priority, the sequence of each study (i.e. 
qualitative phase then quantitative phase, or vice versa) and, finally, the phase 
at which the integration of the two methods occurs (Borkan, 2004, Creswell et 
al., 2004). The two methods can be integrated during research question 
formulation, sample selection, or data collection or analysis. 
 
As mentioned, using qualitative data to guide tool development can be helpful, 
especially for gathering the views and preferences of people who are involved 
(Curry et al., 2009). Moreover, if used correctly, it can increase the quality of the 
tool (Rowan and Wulff, 2007). Curry et al., (2013) have suggested that instrument 
development is a main area for which the use of mixed methods is suitable. 
 
3.3.4 General methods of the current study   
In this study, the process started with qualitatively collecting dentists’ opinions on 
a hierarchy of PCC and its applicability in a dental setting. Based on their views, 
a first draft of a PCC tool was developed. This initial draft was presented to a 
group of dental public health MSc students, who were asked to provide qualitative 
feedback on the wording of the tool and its design. The tool was then sent to 
expert dentists for a formal quantitative assessment of the relevance and 
representativeness of each proposed item, among other criteria, in order to 
assess the content validity of the developed tool. The tool further benefitted from 
the feedback of dental students who quantitatively assessed the stability (test-
retest reliability) of the developed tool as well as its criterion validity.   
Building on this approach, the research presented herein centres on three 
studies. The first study reports on dentists’ views of PCC and a specific model of 
PCC, and used semi-structured interviews. The second study involved a 
crosssectional survey to assess dental students’ perceptions of good 
communication, and the third study was a tool development study to assess a 
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newly developed PCC tool on reliability and validity, primarily relying on 
quantitative methods. The next section presents details of these studies. 
  
3.4 Overview of the studies  
  
In the following section, a brief description of the methods is presented, which includes basic information on the design, 
participants, setting, materials used, and the procedure of each one of the studies. More details on the exact methods are  
provided under each respective chapter.   
Study 1 looked to see whether a 
model of PCC could be useful as 
a basis for a tool that could be 
used to encourage dentists into 
practicing PCC. To achieve this 
aim, dentists' perspectives on this 
PCC model were explored. 
These data are reported in Study 
1, Chapter 4. 
Figure 3.1: Overview of the studies 
 
 
Study 2 examined dental students' 
ability to accurately assess the 
communication skills of another 
dentist. This assessment was done 
by comparing students scores of a 
dentist's performance with 
researchers' scores of the same 
performance. 
The objective was to see if dental 
students who had explicit teaching 
in communication and PCC could 
identify good communication in 
other dentists (Study 2, Chapter 5). 
At the same time, the same sample 
of students was used to further 
validate the tool developed. These 









Based on the analysis of the 
data from the interviews (Study 
1) and the literature review a 
short PCC self-reflection tool 
was developed.  
Initial validation of the tool was 
carried out. This included 
assessment of the content, face  
and criterion validity as well as 
test-retest reliability (Study 3). 
These data were collected from 
the sample of students who 
contributed to Study 2 (Chapter 
5). 
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The next section elaborates on the methods of each study.     
  
3.4.1 Study 1: Dentists’ Perceptions of a Hierarchy of Patient-Centred Care: 
Qualitative Study Using Semi-Structured Interviews  
  
 Design: Semi-structured interviews   
  
Participants: Twenty dentists with clinical teaching responsibilities at a dental 
school in London. The decision to include 20 participants was based on several 
reasons, which are briefly addressed here; however, the methods section of 
Chapter 4 offers more details regarding sample size and participant selection. 
When initially considering the required number of participants, a literature review 
on the number of interviews was the first step. This review indicated that multiple 
studies with the same research design as the present study have used a sample 
size of 20 participants and found it sufficient for the purpose of instrument 
development. Studies by Canales and Rakowski (2006) and Kutner et al., (1999) 
have engaged with a similar number of participants, although the participant total 
of 22 was slightly higher in the Kutner et al., (1999) study. Canales and Rakowski 
(2006) study have conducted 20 interviews in their study. While Nutting et al., 
(2002) study recruited 18 participants to aid in the development of an instrument. 
In addition to consulting the literature for similar studies and their sample sizes, 
the suitable number of participants for a phenomenological study was 
investigated. One guideline by Creswell et al., (2013) has suggested that a 
phenomenological approach should use a sample size that is between 5 and 25. 
After considering other factors, such as the sample size in (Asimakopoulou et al., 
2014, Scambler et al., 2014), a sample size of 20 was deemed appropriate for 
this study. 
  
Settings: Dental Institute, King’s College London  
  
Instruments: A topic guide was used in this study. The guide was developed 
following discussion between the three researchers and some suggestions of 
modifications.   
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To help describe the PCC hierarchy and to stimulate the discussion, the hierarchy 
figure was employed in the interviews.  
  
Analysis: Thematic analysis was performed to assess the data, and Nvivo 
software aided in the organisation of the data. The approach to thematic analysis 
was the one suggested by Ritchie et al., (2013), which involves two key 
processes: 1. Data management and 2. Data abstraction and interpretation.   
  
3.4.2 Study 2: Examination of Dental Students’ Assessment of Communication 
Skills Using a Medical Communication Competence Scale  
  
Design: Cross-sectional survey study   
  
Participants: Fifty-six dental students in their third, fourth, or fifth year of study at 
the Dental Institute, King’s College London. An invitation was sent to all 
undergraduate students in their third, fourth or fifth year of study. A filtering 
process yielded 56 usable responses (see Chapter 5). The literature and 
statistical guides suggest that this number is sufficient for the type of test that this 
study uses, namely the t-test. In fact, some researchers have considered a 
sample size as small as five to be acceptable for a one-sample t-test (De Winter, 
2013, Lehmann, 2012). Furthermore, a study which is similar to the present study 
in its aim to develop an instrument through an exploratory mixed methods design 
(Kutner et al., 1999) has used the same sample size of 56 to compare the mean 
of the study population with the mean of the average U.S. citizen. The t-test was 
developed and is best suited to samples fewer than 60, or even near 30 
(Swinscow, and Campbell, 2002). The methods section in Chapter 5 contains 
more information about the sample and selected population.  
  
Settings: This was an online study which employed Qualtrics software to collect 
the data from students.   
  
Instruments: The study used a quantitative survey (Medical Communication 
Competence Scale) to assess dental students’ assessment abilities. The data 
collected were all quantitative and based on a Likert scale.    
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Analysis: Descriptive and inferential statistics were employed for data analysis.   
  
3.4.3 Study 3: Development and initial validation of a PCC self-reflection tool for 
dentists  
  
Design: The purpose of the third study in this thesis was the development and 
validation of a self-reflection tool through which dentists can become more aware 
of the amount of choice they encourage and information they share with their 
patients during different visits. This study is divided into two parts: the generation 
of items for the tool and validation of the tool.   
 
Participants: Since this study has more than one type of validity and reliability 
assessment, and each assessment has its own sample, this section provides 
only a general overview. Chapter 6 presents more details under the relevant 
sections regarding sampling decisions and justifications. The aim of the third 
study was to develop and validate a PCC self-reflection tool for dentists. To 
ensure that the sample size was adequate for the various validity tests, similar 
studies were identified to gain insight into the sample size and to determine 
whether these studies could serve as references for the present research. 
Furthermore, statistical books and articles were reviewed to examine the 
acceptable sample size for such study (Swinscow, and Campbell, 2002, Streiner 
et al., 2014, Chalder et al., 1993). The main issue was that the PCC self-reflection 
tool to develop could not be classified as a typical test or measure that can use 
common psychometric assessments, such as factor analysis, because the tool 
was designed to be a checklist rather than a test with a summation of scores or 
ratings. This dilemma complicated the calculation of an exact sample size, 
particularly because most of these tests suggested recruiting a sample size 
based on the ‘item-participant ratio’ (Anthoine et al., 2014). This method of 
calculating the sample size would be difficult to employ for this study since the 
tool that it has developed asks respondents to either select one item from the two 
which are presented or to check whether the item applies to the visit. This is not 
typical of other instruments, as most ask respondents to provide an answer or 
rating for each item. The other method that was used to calculate the sample size 
was to estimate the necessary sample based on the expected outcomes, such 
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as the anticipated percentage of prevalence of a certain phenomenon or disease 
(McDowell, 2006), that have resulted from similar studies. This prevalence is 
difficult to calculate since no similar studies were found that have examined 
dentists’ self-reflection on their patient-centredness during a visit. Nevertheless, 
effort was made to estimate an acceptable sample size for the validity and 
reliability assessments. With respect to content validity, since the same concept 
is applicable to any type of tool, no issue was found in relation to sample selection 
and sample size; please see sections 6.7.2 and 6.7.3 for further details.  
For the test-retest reliability, a number of studies with the same aim of instrument 
development and validation were found to have used a similar sample to the 
determined sample of 25. One example is a study by Edvardsson et al., (2010) 
which has reported on the development and initial testing of a self-reported 
person-centred care assessment tool (P-CAT) for long-term aged care staff. This 
study has utilised a sample size of 26 to assess the test-retest reliability, and it 
should be noted that the developed tool consists of 13 items in its final version. In 
addition to Edvardsson et al., (2010), another study has been conducted 
concerning the validation of the Spanish version of the Patient Assessment of 
Chronic Illness Care (PACIC) survey, which is a 20-item self-reported survey with 
which chronically ill patients can assess the patient-centred quality of their care. 
This study used 20 patients to assess the test-retest reliability of the tool 
(Aragones et al., 2008). As for the criterion validity, although the sample size of 
56 might be considered small, this sample is acceptable, another study that have 
developed and initially validated a self-reflection scale have used sample that are 
similar to that of the present study (Wittich et al., 2010). Chapter 6 offers more 
information on the sampling of the validity and reliability assessments. 
 
 
Setting: Dental Institute, King’s College London and online   
  
Instrument: The tool was developed as a result of dentists’ views of the Scambler 
and Asimakopoulou (2014) PCC hierarchy and a thorough search of the literature 
for key items. Several refinements of the initial items took place, resulting in a 
brief tool that was assessed for test-retest reliability, face validity, content validity 
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and criterion validity. This part of the study relied both on qualitative and 
quantitative methods.  
  
Analysis: Quantitative analyses of participant responses as well as qualitative 
analyses of comments on the usability of tool items   
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Chapter 4: Dentists’ Perceptions of a Hierarchy of Patient-
Centred Care: Qualitative Study Using Semi-Structured 
Interviews  
  
4.1 Introduction  
  
As the literature review has demonstrated, the current evidence suggests that 
there is no shared definition of PCC or how to practice it in dentistry. Moreover, 
the limited research with dentists on their understandings of PCC and the extent 
to which they adhere to PCC principles in their day-to-day practices has indicated 
that a general view of PCC equates it with being nice to the patient, showing 
empathy and giving patients the ‘illusion’ of choice, with the final goal usually 
being to increase the compliance of patients with the treatment recommended by 
the dentist (Asimakopoulou et al., 2014, Scambler et al., 2014). Although some 
dentists in the reviewed qualitative work cited core dimensions of PCC, such as 
taking patient preferences into account and involving them in the decision-making 
process, (Asimakopoulou et al., 2014, Scambler et al., 2014) this was not widely 
encountered.   
At the same time, although there are several models of PCC, there is currently 
no work that has revealed dentists’ opinions of these models in terms of their 
perceived relevance to their day-to-day practices.   
Since the reason for conducting this research was to develop a tool to help 
dentists embrace the delivery of PCC in a practical way, it was decided that in 
order for such a tool to be meaningful and appropriate for dentists, it would be 
necessary to understand their views of PCC by consulting the proposed 
theoretical model of Scambler and Asimakopoulou (2014) as a theoretical 
reference point. The Scambler and Asimakopoulou (2014) hierarchy appears in 
figure 4.1 below.  
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 Figure 4. 1: Scambler and Asimakopoulou’s hierarchy of PCC (adopted with slight changes 
in the style from Scambler and Asimakopoulou’s et al., (2014)) 
This present chapter then accepts that with no currently agreed upon definition of 
PCC and no universally accepted model of PCC, the practice of PCC in a dental 
setting may well be guided by the concepts of information and choice, as 
presented in the Scambler and Asimakopoulou (2014) model of PCC. However, 
since the model has not been empirically tested, it was necessary to examine the 
views of those whom this research seeks to help use it, hoping that their insights 
would identify areas in need of further development. The overarching objective of 
conducting these interviews and learning dentists’ views and opinions on the 
selected model of PCC was to develop a tool that might eventually help dentists 
become more familiar with the concept of PCC, and hopefully utilise it more with 
their patients.   
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The first stage of this process was to consolidate research on dentists’ 
understandings and practices of PCC and to explore their feelings about the 
hierarchy of PCC as the theoretical framework for this research.   
  
This chapter presents the results of the first study, which performed semi-
structured interviews with 20 dentists in which they were asked to comment on a 
hierarchy of PCC and its applicability to dentistry. Participants were asked to 
reflect on their own understandings and practices of PCC before commenting 
specifically on the hierarchy and on the potential utility of developing a tool based 
on it.   
  
4.2 Aim   
  
The aim of this study is to explore dentists’ views and opinions on the Scambler 
and Asimakopoulou’s (2014) hierarchy of PCC as a theoretical framework to use 
in designing a tool for dentists   
4.2.1 Research questions  
Main questions:  
1. What are dentists’ views on the Scambler and Asimakopoulou (2014) 
hierarchy of PCC?  
2. What are dentists’ views on barriers to and facilitation of the adoption 
of the Scambler and Asimakopoulou (2014) hierarchy in a dental 
setting?  
Acquiring dentists’ views and opinions on the hierarchy should be helpful for 
developing insight into the acceptability of this model directly from the targeted 
audience. Asking dentists to comment on the ideal level and the least useful or 
impractical level of this model should provide knowledge of which types of barriers 
and facilitators they find important in practicing PCC according to the information 
and choice factors that the model postulates.   
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4.3 Methods   
  
4.3.1 Participant selection  
  
The study population was dentists teaching at Guy’s Hospital, King’s College 
London. The inclusion criteria were practicing dentists with teaching 
responsibilities at King’s College London.   
  
Guy’s Hospital was chosen as the main site primarily because it is a teaching 
hospital, so the dentists practicing there are likely to be more exposed not only to 
teaching but also to academic research. This should have increased both the 
likelihood of their exposure to the concept of PCC and their willingness to 
participate in research. The hospital was also selected because it is part of an 
active research grouping (King’s health partnership) and, as such, the dentists 
working there may have been more inclined to participate in the research. Of 
course, it was also a convenient location for this research. It should be noted that 
some of the dentists who were interviewed were practicing at other clinics but 
would visit Guy’s Hospital weekly to teach, so some of the interviews were 
consequently conducted outside Guy’s Hospital.   
 
Because the aim of this study is to explore dentists’ views of the hierarchy in order 
to develop an appropriate tool, it was essential to obtain opinions and experiences 
of dentists who are knowledgeable of the concept of PCC. Therefore, the study 
sample was comprised of dentists with teaching responsibilities. Purposive 
sampling was employed, which is often the case with interviews that explore an 
issue in depth by targeting a particular section of the population and which do not 
aim to generalise the interview study results (Patton, 2002). This ensured that the 
opinions and views derived from the sample population of interest. Demographic 
information, such as gender, socioeconomic status and ethnicity, were not taken 
into consideration during participant selection, as the aim was to obtain dentists’ 
general opinions rather than to investigate whether certain demographic factors 
might influence those opinions. Although it is difficult to generalise the results of 
a qualitative study in the typical sense, or as quantitative researchers usually 
understand it, there are many types of generalisation. For instance, most people 
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are referring to ‘probabilistic generalisation’ when they discuss generalisation. In 
this type, the results of the study can be generalised to the wider population which 
the sample represents. However, this necessitates certain measures, such as 
confirming that the sample was randomly selected or representatively selected, 
in order to ensure that the sample is representative of the population to which the 
generalisation is made (Ercikan and Roth, 2009). Considering the nature of a 
qualitative study, probabilistic generalisation is highly difficult, although not 
impossible, for qualitative research to claim and apply (Ercikan and Roth, 2009). 
Ritchie et al., (2013) have identified three types of generalisation. The first is 
representational generalisation, which resembles ‘probabilistic generalisation’, 
whereby the results of the study are generalisable to the wider population of the 
sample. Ritchie et al., (2013) have suggested that this type of generalisation, 
though more common in quantitative research, is applicable in qualitative 
research as well, provided it addresses two issues. First, the research must 
ensure that it accurately captures the phenomenon it studies. Second, the sample 
must be representative of the population from which it derives; specifically, it 
should be diverse enough to cover the array of characteristics that the population 
exhibits. The second type of generalisation is inferential generalisation, which is 
also known as ‘transferability’, and generalises the results to a context or setting 
that differs from that of the sample. ‘Thick descriptions’ of aspects of the study 
could support inferential generalisation, as it encourages other researchers – or 
even readers – to make their own judgments about contexts to which the findings 
can apply. The third and final type of generalisation is theoretical generalisation, 
which concerns generalisation of the theory or principles that result from a study 
for use by others.  Quantitative research commonly uses theoretical 
generalisation to describe the ‘universal theory’, which is comprised of laws that 
are constricted by contexts. On the other hand, theoretical generalisation is less 
fixed in qualitative research than in quantitative research. It is rather interpreted 
as a hypothesis that other studies could prove or disprove. Such generalisation 
is occasionally referred to as a statistical generalisation, which Richie et al., 
(2013) have termed a representational generalisation. The Ritchie et al., (2013) 
classification refers to analytical generalisation as theoretical generalisation. 
Finally, case-to-case transfer is the same as inferential generalisation 
(Onwuegbuzie and Leech, 2007, Polit and Beck, 2010). These types of 
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generalisation signify that it is possible to generalise the findings of a qualitative 
study; however, such generalisation demands adherence to the rules for making 
such claims as well as careful consideration of the appropriate type of 
generalisation based on certain factors, such as the sample size and the 
representativeness of the underlying population (Firestone,1993, Onwuegbuzie 
and Leech, 2007, Polit and Beck, 2010).  
  
4.3.2 Interviews   
  
The aim of this study is to explore dentists’ opinions on a PCC hierarchy and to 
examine whether this hierarchy can be used as a basis for developing a tool for 
dentists to self-evaluate how patient-centred they are. Since the theoretical model 
applied here was new and had not been previously tested, the most suitable 
method was one that allows for in-depth exploration of dentists’ opinions on the 
usefulness of the hierarchy and how adoptable it might be in a dental setting.  
  
Quantitative methods are not suitable for generating this type of information, as 
these methods of data collection are more fitting and designed to quantify the 
number of people who hold certain opinions, or to study a cause and effect 
relationship between two variables, for example. In addition, because this method 
is designed with close-ended questions or rating scales, it is not ideal for 
extensively eliciting participants’ opinions or views. It is possible to use a survey 
to garner information on how many dentists practice PCC, but it would be difficult 
to determine why or how they practice it and their motivations for doing so 
(Golafshani, 2003). A qualitative method was therefore deemed more compatible 
with the purpose of this study. In a qualitative study, the respondents can respond 
to questions in their own words, thus providing their own opinions in detail. For 
this study, semi-structured interviews appeared to be the most suitable qualitative 
method (Graham et al., 2003, Pusic et al., 2009). In a semi-structured interview, 
the questions serve more as guidelines than as a rigid list that the interviewer 
must follow. For example, the interviewer is allowed to pursue a relevant 
emerging idea, and the order in which he or she poses the questions is flexible 
and based on how the interview develops. If an interviewee starts talking about 
one idea, it is favourable to follow along than to prioritise asking the questions as 
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ordered in the topic guide (Appendix.1). Based on responses, the interviewer can 
also explore a question more deeply with one interviewee than with others. 
Therefore, the semi-structured interview seemed the most suitable method to 
obtain the information necessary to answer the research questions (Creswell, 
2013, Ritchie et al., 2013). Focus groups had initially been considered, but the 
idea was discarded after considering how difficult it would be to recruit dentists, 
who have busy schedules, for a specific date and time. The interviews allowed 
for greater flexibility and eased the accommodation of the dentists with regard to 
the time of the interview appointment and the location.    
  
The semi-structured individual interviews were conducted mostly in the dentists’ 
offices at Guy’s Hospital, and in some cases in a meeting room. Conducting the 
interviews in dentists’ offices offered more convenience for the dentist. 
Additionally, holding it in a familiar place where they felt comfortable encouraged 
them to feel at ease and consequently answer the questions more freely. They 
would feel in control rather than at a disadvantage, which might have been the 
case if they were interviewed in unfamiliar place (Quinney et al., 2016).   
 
Ethical considerations  
The King’s College London research ethics committee granted ethical approval 
to collect data for this study, reference number: BDM/14/15-7 (Appendix 3). 
Participants were informed of the research objectives and the nature of the study, 
which was clearly described to them at the start of each session. Written 
permission (i.e. informed consent) was also obtained from all participants, and 
their rights, needs and wishes were considered when reporting any data. The 
participants’ personal information and the audiotapes were stored in separate 
locations. All paper documents were stored securely in locked cabinets, and 
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4.3.3 Number of participants  
  
It is generally recommended that the sample size for interviews in a qualitative 
study be between 12 and 60 (Baker et al., 2012, Creswell, 1998, Ritchie et al., 
2013, Haddock and Zanna, 1998). However, the exact number depends on the 
type of study, the diversity of the participants and the resources needed. 
Conducting a large number of interviews can be time consuming, and as Guest 
et al., (2006) have illustrated, the data may become repetitive, in which case the 
cost of conducting more interviews would likely exceed the benefits. Guest et al., 
(2006) have reached the point of saturation after the 12th interview, with 92% of 
the final codes identified by this point. Conducting an excessive amount of 
interviews might also complicate a thorough analysis of the data (Sandelowski, 
1995). Additionally, in previous studies specifically on PCC in dentistry that have 
had similar populations to this study, researchers have reached the point of 
saturation after 20 interviews (Asimakopoulou et al., 2014, Scambler et al., 2014). 
Based on this information, this study entailed 20 semi-structured interviews with 
the expectation that the data would be saturated by this point.  
    
4.3.4 Recruitment  
  
Dentists who were eligible to participate were sent an email inviting them to take 
part in the study. Dentists’ email addresses were obtained from the Dental 
Institute’s head of administration at Guy’s Hospital. An individual email was sent 
to dentists in the list, rather than a global email, in order to increase the likelihood 
of the dentists’ participating in the study. The invitation email included a brief 
description of the study and attached the information sheet. Dentists were given 
the freedom to select the time, date and setting for the interview. When a dentist 
expressed an interest in participating, a reply email was sent to inquire about the 
preferred time and place, if not already suggested by the dentist. A reminder email 
was sent to all participants three weeks after the first invitation, and a global email 
was sent to all dentists at the Dental Institute to ensure that all eligible dentists 
had received the invitation. Distribution of the recruitment emails occurred 
through the method that Salant and Dillman (1994) have suggested as a 
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guideline, but with some adjustments. The method recommends sending a follow-
up invitation to respondents between four and eight days after the initial email, 
but the follow-up email in this study was sent three weeks after the first email 
because sending the reminder email to busy dentists just one week after the first 
one seemed imprudent, and some of them were still responding to the first 
invitation email. Another follow-up email was sent three weeks after the reminder 
email. After the second reminder, the target number of N=20 participants was 
achieved. The dentist sample that was recruited and interviewed was 
predominantly male (17 out of 20). The table below provided some information 
on the characteristics of the dentists interviewed. Some information was missing 
but the information available showed that dentists interviewed were from different 
specialities with the majority of them (15 out of 18) having more than 20 years of 
experience.    
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  Table 4. 1: Characteristics of the study sample   
Dentists characteristics   Total (N=20) 



















Prosthodontics including restorative 
dentistry  
General dentistry 
Oral and Maxillofacial Surgery 




Special care dentistry  














Total  20 
  
4.3.5 Conducting the semi-structured interviews   
  
Before each interview, a brief introduction to the study was provided and included 
a diagram that describes the various levels of the PCC hierarchy. In addition, the 
use of voice recordings that had first been mentioned in the recruitment email 
was restated, as was the fact that these interviews would be available only to the 
student researcher and her supervisors. It was clearly illustrated that the results 
would be presented in such a way that ensures the anonymity of the participants 
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to a wider audience. Subsequently, interviewees were requested to sign two 
copies of the consent forms, one to keep themselves and one for the researcher.   
  
Interviewees were then asked a number of questions about the concept of PCC 
in general, the hierarchy as a framework for the concept of PCC and the 
applicability of this hierarchy in a dental setting (see the Topic guide in Appendix 
2). Each interview began with a brief introduction that presented and described 
the hierarchy, then dentists were prompted to select which level they found useful 
and why as well as which level they found to be the least useful. In the case of 
any confusion about what each level represented or the differences between 
levels, further explanations were provided. Next, the dentists were asked which 
level of the hierarchy resonated most with them and why as well as which level 
was most likely to match patients’ preferences, based on their experiences, and 
why they might prefer this level to another. Then, they were asked how this 
hierarchy could be designed to be more suitable in a dental setting and which 
modifications to the hierarchy they would suggest in order to increase its 
practicality and applicability to their daily routine.   
  
After obtaining consent from the participants, the audio recording commenced. 
The student and her supervisors used the audio recordings only in relation to the 
current research, and they did not serve any other purpose. The researcher 
transcribed the audiotapes verbatim and anonymised them before destroying the 
recordings.   
  
Transcriptions and an initial analysis of the interviews were performed alongside 
the interview process. This revealed areas in need of further elaboration and more 
probing in subsequent interviews. In addition, it provided an overview of possible 
themes that might emerge from an in-depth analysis.   
  
After each interview, notes were recorded regarding how certain issues warrant 
further investigation and whether specific questions required examples to 
increase their clarity for the participants.    
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4.3.6 Length of the session   
  
Interviews lasted an average of 30 minutes, but ranged from 15 to 66 minutes. 
The invitation email and first reminder email noted that the interview would last 
for one hour. The justification for this interview length was to provide adequate 
time to address the questions and obtain rich data without demanding too much 
time from the dentists’ schedules, which would hopefully encourage participation 
in the study. After the first few interviews, it became clear that it was best to focus 
on the questions in the topic guide while still allowing for flexibility in the 
appropriate degree of probing based on how the dentist covered the various 
areas. Some participants offered lengthy details, while others needed to be 
encouraged to elaborate on their answers.   
 
 4.4 Data analysis and interpretation  
  
Data analysis in qualitative research occurs in parallel with data collection, unlike 
in a quantitative study, where the phase of data analysis should come only after 
the collection of all data (Forman et al, 2008). In this study, interviews were 
analysed on an on-going basis throughout the data collection. The software 
program QSR NVivo aided in the data analysis process by organising the data 
and the different codes.  
  
A thematic analysis approach was adopted to analyse the data. This approach 
involves systematically reviewing the texts to identify all possible topics, which 
are later grouped into key themes. Data analysis can be divided into two main 
processes: (1) data management and (2) data abstraction and interpretation.  
Each process can possess certain aspects of the other (Ritchie et al., 2013).  
 
The process that Ritchie et al., (2013) have suggested was consulted as a 
guideline to analyse the data. The researcher began the process by familiarising 
herself with the data and reviewing the texts to gain a sense of the possible topics. 
Next, she recorded the initial codes, ensuring that they were based on the data 
and not the researcher’s own preconceived notions. This was ensured by the 
researcher going through the transcripts line by line and assigning codes to each 
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line, usually using the interviewees words for codes, except when more suitable 
wording was found. In addition, these codes were revisited multiple times and the 
sections were a code was used were compared to detect if there is any 
inconsistency in how it was used. After that, an initial framework was developed 
to organise the data, facilitate the assignment of codes to the different themes and 
subthemes and provide an initial comparison with reports in the literature. The 
framework facilitated the initial clustering of the data under certain themes and 
subthemes. The suitability of each label for describing the data grouped under it 
was checked, and some themes and subthemes were renamed to more 
effectively describe the data and their connections. Literature was also consulted 
in organising the themes and subthemes after the initial generation of the codes. 
Below is a table which displays the initial coding framework for categorising the 
themes and subthemes. The table below shows the initial codes identified and 
the initial categories developed from grouping these codes. 
.         
Table 4. 2: Codes resulting from the initial analysis of the interviews   
Category           Codes 
Dentists’ views of 
the 
hierarchy 
• Useful for teaching students and 
dental trainees 
• Useful as a self-reflection tool 
• Already practice the tool and therefore 
no need for such tool 
• Can be used as part of Continuing 
Professional Development (CPD) training 
or as part of the required reporting by the 
NHS, especially with the new contract 
• Linear, which sometimes is not reflective 
of practice 
• In level 3, the meaning of tools is not 





• ‘Past medical experience’ 
• Trust 
• Dentist-patient rapport (sometimes 
affected by whether the dentist is the 
patient’s regular dentist or not) 
• ‘Discussion-style explanation’ 
• How approachable is the dentist 
• How pleasant is the dentist 
• Dentist interest 
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Dentists’ 
definitions of PCC 
• Informed consent 
• Presenting the different options available 
to the patient 
• Patient can always say no and therefore 
is always in control 
• Patient is the one who always makes 
the decision (even if the dentist has 
presented the information in a leading 
way) 
Dentists’ 
perceptions of their 
levels of practice 
vs. perceptions of 
others’ levels of 
practice 
• Practice at level 3 in general, with a few 
practicing at level 4 and a few practicing 
at level 2 with some patients 
• Don’t think we live too much in level 1’ 
• Majority (other dentists) practice at level 
2, sometimes level 3 
Barriers to 
practicing PCC 
• The organisation of the healthcare system: 
o Lack of time 
o Lack of funding 
o Limited options available 
o Students delivering the care 
• Patient anxiety 
• Patient not meeting the treatment criteria 
• Excessive treatment 
• Access: 
o Does patient have access to internet 
o Language skills 
• Information constraints 
• Patient lack of interest in being part of 
the decision-making 
• Patient comprehension: 
o information overload 
o miscalculating the risks 
• Dentists’ losing autonomy 
• Dentists’ losing authority 
• Legal consequences 
• Misinformation 
• Terminology used by the dentist 
• Patients relying on the dentist to make 
the decision for them 
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Barriers to patients 
being in full-control 
• Patient may have learning disabilities 
• Any co-morbidities the patient might have 
that limit the options available to them 
• Patient might make the wrong choices 
that might affect their health negatively 
• The context in which the care is delivered: 
o Limited choices available 
o Time constraints 
• Legal consequences for the dentist if he 
or she carry a treatment that the patient 
want but that is not in their best interest 
• Dentist as the professional is the one 
who knows what is best 
• Patients want options that require 
commitment they are not willing to 
offer 
• Patient may have unrealistic demands 
• Dentist losing autonomy 
Patients’ 
characteristics that 








• Past experience 
• Level of pain 
• Personality 
• Minor vs. major decisions 
• Societal influence 
Motivational 
factors to use the 
tool 
• Other dentists doing it. ‘It’s all about the tribe’ 
• Financial incentives 
• Part of the reporting required by the NHS 
• Part of the CPD activities required to 
be carried out by dentists who just 
started 
Differences 





• Waiting time expected by patients 
• More time allocated for consultations 
• Paying patients ‘practice can’t survive 
without them’ 
• Number of options available to the patient 
• Waiting areas 
• lv.4 is the level that is generally practiced 
in private settings 
Characteristics or 
descriptions of the 
different levels 
Lv.1: 
• Practiced more in the older days 
• Practiced with patients with 
learning disabilities sometimes 
• Out-dated 
• Leads to patients complaining, especially 
if complications arose 
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• Not 
useful Lv.2: 
• ‘Minimum legal obligation’ 
• Where most dentists 
practice Lv.3: 
• Where most dentists see 
themselves practicing or aspiring 
to practice 
Lv.4: 
• Patient dependent 
• More ideal than reality 
• ‘listening skills’ or ‘two-way’ communication 
• Not possible sometimes: 
o factors outside the dentist and 
the patient such as funding, 
other co- morbidities the patient 
have 
o dentist will be somehow leading the 
patient such as the way the 
information is being presented; the 
knowledge is in the hand of the 
dentist 
o patient is always influenced by 
external factors so their choices 
might not really be their own 
o the patient wanting something that 
is harmful or not possible (‘implant 
without any teeth missing’) 
o dentists feeling this will take all 
the authority out of their hand 
Characteristics of 
the dentists 
practicing at the 
higher levels 
• have empathy 
• have the ability to listen 
• is able to tailor the choices and the 
information to the particular 
individual 
• good communication skills in general 
• usually have clinical experience 
• able to listen to what the patient is not 
saying; their unexpressed worries 
• clinical skills 
• like people 
• like their job 
• their personality in general; not 
intimidating and able to help the patient 
relax 
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What patients want 
(from the dentist’s 
perspective) 
• given information even if they will 
leave the final decision to the dentist 
• being treated as a person 
• being treated as an adult 
• given choices 
• most of the patients don’t want to 
make the final decision themselves 
and want the dentist to guide them to 
arrive at the appropriate decision 
• dentist using “human approach” when 
asking classical question 




 4.4.1 Reflexivity  
Before proceeding to the findings in the next section, this section briefly addresses 
how the researcher might have influenced the data collection and analysis 
process. Many qualitative researchers have discussed the importance of 
acknowledging the impacts a researcher can have on qualitative research. They 
have also highlighted the tendency of such impacts to result from one’s own 
characteristics, including gender, age, culture and beliefs (e.g. political, religious), 
and have emphasised the question of whether the researcher is an ‘insider’ or an 
‘outsider’ in relation to the interview group (Berger, 2015, Koch and Harrington, 
1998). Reflexivity acknowledges that the researcher is not an objective observer, 
and that he or she does affect the outcome and process of data collection and 
analysis to some degree (Berger, 2015). Berger (2015) has identified three ways 
in which the position of the researcher – as determined by his or her specialty, 
gender, age and experience, among other qualities – could potentially influence 
the research. First, the researcher’s role as an outsider or an insider can affect 
whether he or she is welcome to interview or observe participants, the amount of 
information that participants are willing to share with the researcher and the ease 
of access to that information and the researched group. Second, the position of 
the researcher might affect his or her relationship with participants and whether 
those who are interviewed or observed are sufficiently comfortable to talk without 
reservation. For example, if there is a substantial gap between the status of the 
researcher and that of participants, then participants might suspect that the 
researcher will judge them, especially if the topic of study is an issue with negative 
social connotations. Third, a researcher’s background and experience affects how 
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he or she views and makes sense of the world. This in turn informs the way in 
which he or she asks questions, the language he or she uses and his or her 
approach to data selection and interpretation, which ultimately determines the 
final results. Therefore, reflexivity is essential to gain awareness of these issues 
and their potential implications for the research process. Reflexivity is thus an 
important measure to ensure that the researcher conducts his or her qualitative 
research in a rigorous way and continuously reflects on how he or she might 
influence the data collection, analysis and interpretation (Bradbury-Jones, 2007). 
As the researcher for the present study, I am a PhD student who is not a dentist, 
and I am therefore an ‘outsider’ to the population. This may have affected how 
dentists responded to my interview questions and whether they spoke honestly or 
had some reservations about expressing their thoughts and views to someone who 
lacks experience in dentistry. These dentists might have believed that I would not 
understand the issues they encounter, or they may have felt the need to simplify 
their responses so that I could comprehend their points.  Because of my lack of 
experience and knowledge of the daily practices of a dentist, I may also have failed 
to understand or empathise with the issues that the dentists identified. On the 
other hand, my position as an outsider was advantageous in that I could examine 
and discuss the issues without any preconceived notions. Furthermore, the 
dentists might have felt that I, as a non-dentist, would not know if the insights they 
shared in relation to their practice were ideal or not and consequently could not 
judge them for it. 
 
In addition, I am a non-British female and am relatively young compared to the 
dentists I interviewed, which might have affected their responses and how they 
expressed them. Moreover, these traits most likely influenced the way in which I 
interpreted the data as well as how I posed questions. Upon reflection, there were 
some questions I should have asked, and I should have done more probing to 
encourage the dentists to elaborate on certain points. These issues could be a 
result of my mentality that they, as experienced dentists, were more 
knowledgeable of and familiar with the practice of dentistry, so I should not 
challenge them. In a few cases, I also realised during transcription or immediately 
after the interview that I had made a statement that could be interpreted as 
agreeing with the dentist’s remark even though I actually did not. Like in my third 
interview: 
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respondent 3: … I think lv.3 is quite an easy step but you just got to use your brain 
and think more, I would love to meet the people who works at 
lv.4…. It would be a lovely idea.  
Interviewer:  yeah. It’s a bit …, I think its as you said its not easy to give the 
patients 
 
This may have been due to my attempt to be polite and non-confrontational, which 
could be a result of my cultural background, as it dictates that it is important to 
respect one’s elders and to refrain from being overly challenging to avoid appearing 
rude. It might also be a consequence of my desire to conduct smooth interviews in 
which dentists would be comfortable sharing their ways of practice or thought – 
which were occasionally less than ideal – without hiding their honest opinions for 
fear of judgment. 
 
Furthermore, this research is part of a PhD study, and as a PhD student who was 
interviewing experienced dentists, I did not feel as though I held any power over the 
interviewees or that I could pressure them. Their professional status would be 
considered above mine in most cases, as several of them held higher degrees, 
such as a PhD, in addition to practicing dentistry for many years. In view of this, I 
perceived that a power imbalance was not an issue in this study compared to others 
(Draper and Swift, 2011) in which the researcher generally maintains a more 
powerful position than the interviewees.  
 
A final issue was the setting of the research. Since the majority of the interviews 
took place in the same setting (Guy’s Hospital), I had the impression in a few cases 
that the interviewee had heard about the study from a colleague. I cannot say for 
certain if that was the case, apart from a couple interviewees who had emailed their 
colleagues after the interview to encourage their participation in the study, but it 
seemed apparent to me that some of them had a preconceived idea of the study. 
In most of these cases, this sort of knowledge actually seemed to yield a positive 
result, and the dentists were interested providing their views and opinions. 
However, in one case, the dentist seemed somewhat guarded, at least initially. 
 
In addition, with regard to the setting, I did not have much contact with interviewees 
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prior to the study despite being stationed in the same setting as the majority of 
them. So, the setting was not a factor that led me to establish any opinions about 
an interviewee before the interview itself. In fact, the familiarity of the setting was 
beneficial for both the interviewees and myself, as it did not introduce any additional 
stress or distraction.   
 
Because of my experiences with hospitals in my home country of Saudi Arabia, I 
had expectations of the healthcare system and its ideal or actual operations that 
differed from the reality of the NHS, or even from private settings in the UK. In Saudi 
Arabia, three main bodies operate the healthcare system. The first is the Ministry 
of Health, which is public and provides care free of charge. This ministry offers care 
at the levels of primary care, which is commonly provided at clinics, and secondary 
and tertiary hospitals. The second provider of healthcare in Saudi Arabia involves 
governmental bodies, including the armed forces and ARAMCO, that provide free, 
multi-level healthcare to their employees and their families. The last of the three 
bodies is the private sector, which offers services at all levels of care for a fee 
(Almalki et al., 2011). Therefore, issues regarding the healthcare system are not 
the same in Saudi Arabia as they are in the UK, although there are some similarities, 
such as a long waiting list for the governmental hospital (Alyasin and Douglas, 
2014) and the consequent scarcity of available beds, especially in specialised 
hospitals (tertiary care). My experience with the healthcare system derives mainly 
from my visits to hospitals and clinics as well as from my internship year. My 
exposure to the healthcare system in Saudi Arabia and to its differences from the 
NHS shaped my experience and, as a result, my expectations of the healthcare 
system and its settings. This could potentially have affected the lens through which 
I examined the issues that interviewees discussed.   
 
4.5. Findings  
Themes  
  
The analysis of these interviews resulted in 11 subthemes, which can be grouped 
into five main themes:   
1. Understanding PCC  
2. The role and influence of patients on the delivery of PCC  
3. The role and influence of dentists on the delivery of PCC  
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4. The importance of context   
5. Dentists’ views on a hierarchy of PCC  
The first theme covers ideas of what constitutes PCC according to dentists. The 
second theme explores the dentists’ perspectives of what patients want from a 
consultation, patients’ characteristics and the patient as a potential barrier or 
facilitator to dentists’ adoption of a PCC approach. The third theme concerns the 
characteristics of dentists who practice at the higher levels of the model as well 
as dentist-related barriers that hinder the adoption of PCC. The fourth theme 
focuses on the context in which dentistry is practiced and how the issue of context 
affects the patient-centredness of dentists who practice in different settings. It 
also covers the types of barriers that might result from the context in which the 
healthcare is delivered. The fifth and final theme encompasses dentists’ views on 
the hierarchy itself as a means to practice PCC.  
  
The dentists who were interviewed were homogenous in that they all had teaching 
responsibilities and worked in similar settings, so there was a high level of 
agreement regarding the concept of PCC and the hierarchy, including barriers 
and the level of the hierarchy at which the interviewees tended to practice clinical 
dentistry. Within each theme, the subthemes that emerged from the data analysis 
are presented and illustrated throughout with direct quotes from the interview 
transcripts.   
  
Under each quote are abbreviations and numbers, which are interpreted as 
follows: the number at the beginning refers to the chronological order of the 
interview, so 1 means this is the first interview conducted; the pg. refers to the 
exact page in the interview transcript; and the last abbreviation – M or F – refers 
to the gender of the interviewee.  
  
4.5.1 Understanding Patient-centred care  
  
This section presents the first sub-theme that emerged from the analysis of the 
interviews regarding dentists’ perceptions of what constitutes the concept of PCC.  
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Dentists’ definitions of PCC   
The interviewed dentists expressed broad ideas of what constitutes PCC. Some 
of them noted that they were not familiar with the definition of the concept of PCC 
in the literature but had a general idea of the meaning of the term.  
  
‘…but to be honest my…knowledge in the literature and evidence-based 
behind PCC is not great’ (2, pg.2, M)  
  
In general, dentists viewed PCC as the dentist possessing empathy and 
demonstrating kindness to patients.  
  
‘you got to like people, ok and have empathy with them’ (9, pg.4, M)  
  
On the other hand, some dentists defined PCC as closely related to informed 
consent. The idea is that patients must be given all relevant information needed 
to make a decision, and they must agree to the proposed treatment before signing 
a consent form. This would entail acquiring informed consent from the patient, 
which is done for all patients, to ensure the delivered care is always patient-
centred if the patient has consented to it.   
  
‘so PCC I’m guessing that you mean that they fully consent for treatment, 
so that they know all the details. So that’s what we do anyways’ (15, pg.2, 
F)  
  
Although it seemed that dentists generally did not know how the literature has 
defined the concept of PCC, it can be assumed from the responses here that they 
felt they knew the basic meaning of PCC. Most of the dentists interviewed 
associated the concept of PCC with being empathetic and showing concern and 
interest in the patient. A few of them equated the concept of PCC with simply 
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4.5.2 The role and influence of patients on the delivery of PCC  
  
Following up on questions about the nature of PCC, participants were asked 
about the role of patients within a consultation and what patients wanted from a 
consultation. This section presents issues related to patients. These are divided 
into three sub-themes: what the patients want from the perspective of the dentist; 
the different characteristics that affect patients’ preferences for a certain level; 
and the patient as a barrier to dentists’ adopting a PCC approach, from the 
dentists’ perspective.   
  
Dentists’ perspective on what patients’ want  
When dentists were asked what they thought patients wanted from a consultation, 
two types of answers were given. The first related to the overall nature of the 
interaction. These responses referred to patients being treated with respect, 
dignity, and trust:   
  
  
‘I think patients like to feel safe and cared for and dentistry is all about trust 
and honestly’ (17, pg.6, F)  
  
‘at least lv.3 for every patient because it builds trust, it builds a framework 
to be able to help that patient for years and years and years which what 
we do at the practice’ (13, pg.1, M)   
  
However, it was suggested that complete trust can sometimes lead to problems 
for patients if the trust is misplaced:   
  
‘There are probably some patients… who come to me and I don’t know 
how they got in such a mess, they have things that were going wrong and 
they kept coming back and coming back, and I thought I have never done 
that, I would have gone and got some other advice but patients, lots of 
patients are very trusting and respectful of a professional. So they, those 
patients are quite open to abuse I think by not giving them a choice.’ (3, 
pg.3, M)  
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These responses suggest that participants recognise the need for good-quality 
basic care before they consider questions of information and choice.    
  
The second set of answers builds on the good-quality care outlined above to 
incorporate information and choice, moving from the foundations to the model 
itself. There was a suggestion that patients preferred to be treated like ‘adults’ 
and provided with accurate information about the options available and what is 
known about them:  
  
‘I think most patients prefer to be treated like adults and you give them all 
the information you’ve got and if you don’t have the information to make 
the choice you tell them.’ (9, pg.5, M)  
  
It is interesting here that if most patients want to be ‘treated like adults’, then by 
inference some do not. This reverts to traditional patriarchal practices whereby 
clinicians adopt a parental role, and it suggests an adoption – perhaps 
unconsciously – of the patriarchal dentist/patient relationship, at least on the part 
of the dentist in this example. Building on this, participants suggested that patients 
generally want to receive information, even if they ultimately leave the final 
decision to the dentist:   
  
‘they want to know; they want some information but if they think we think 
it’s right then they think that’s acceptable.’ (13, pg.4, M)  
  
While the provision of information moves a consultation from the basic building 
blocks of PCC into the components of the model itself, there is little movement 
beyond the first level of the hierarchy, where the dentist remains firmly in control 
of the consultation.    
  
‘it is most useful to have the patients feel they are in full control but as I 
explained to you they are not usually in full control at, with the operator 
they are working with, if they wish to pursue a course which is not in their 
best interest.’ (4, pg.2, M)  
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Choice was also mentioned in relation to consultations, and it was suggested that 
patients want to be given choices but do not usually want to decide on treatment 
on their own; rather, they want the dentist to help them arrive at the final decision:  
  
‘I think a lot of patients like to be guided, they don’t like to sit there and 
make the sole decision on their own but I wouldn’t say, no they still like to 
have choice. ‘(8, pg.9, M)  
  
Interestingly, the respondents worked their way through the hierarchy of PCC, 
whether consciously or unconsciously, by speaking to the basic foundations of 
quality care and to information and choice. From the dentists’ perspective, the 
role of information was specifically to cultivate patients’ confidence in dental 
treatment options.   
  
‘So that one is fine - as long as they have all this information behind them… 
but if they are in complete control of their care and they don’t know what 
they are doing, then it’s dangerous.’ (9, pg.5, M)  
  
‘To get them informed consent you have to speak the truth. So I will always 
give them the different options and the pros and cons of them but then we 
have to turn out and say however the only one we may be able to 
personally offered you are A, B and C.’ (11, pg.2, M).  
  
When the issue of control was explored, however, it was evident that control 
remained firmly with the dentist in each of these responses, and that the 
participants felt the patients truly wanted that.  
  
Patients’ characteristics that influence their level of participation during a 
consultation   
The third subtheme focuses on the many characteristics that the dentists who 
were interviewed felt affect patients’ levels of participation and their preferences 
in relation to the level at which they would like the consultation to work.   
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Education was one of the characteristics that was emphasised and which, from 
the participants’ perspective, could affect how much information and choice a 
patient might want during a consultation. Most of the dentists who were 
interviewed felt that the more educated a person is, the more likely he or she will 
be to want the interaction to be at the higher levels, where the patient is more 
involved in the decision-making process and the dentist provides more 
information and choices.    
  
‘So intelligent, articulate, university educated, professional people will 
almost start to insist on being at lv.2 straight to 3.’ (5, pg. 9, M)  
  
‘But there are many other things depending perhaps education, 
background, social economic standing.’ (12, pg.1, M)  
  
Dentists cited that education can also affect not only patient preferences for a 
particular level but also their ability to make a choice and their overall capacity to 
actively take part in the decision-making process:  
  
‘maybe their level of education and understanding… because if they 
haven’t got the education level and understanding to process the 
information that has been given and you are providing it in an effective 
manner then they won’t come to understand what’s going on, they can’t 
make a choice.’ (2, pg.7, M)  
  
The suggestion or assumption here is that the more educated patients are, the 
more information they want and the more they like to be part of the decision-
making process.  
  
Not all participants shared this view, however. Some cited the opposite, stating 
that people with higher education may prefer to leave the final decision to the 
dentist:  
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‘I think some people, particularly very educated people, they trust qualified 
people and they go “you are the one who is the expert and I trust your 
opinion; what would you have done”.’ (19, pg.16, M).  
  
This suggests a shared understanding of professionalism and a shared trust in  
‘fellow professionals’. In general, the dentists noted that the level of education 
was an important factor affecting patient preferences; there were slight 
differences, however, in relation to the potential effects of a higher level of 
education.  
  
Age is another factor that dentists cited as possibly affecting patients’ preferences 
for a certain hierarchy level. Dentists associated older age with a preference for 
the lower hierarchy levels, where dentists make the decision for the patient. 
Conversely, dentists considered younger people to be more likely to prefer the 
higher levels and to desire greater involvement in the decision-making process.   
  
‘I think that you will still get the occasional person, or perhaps more than 
the occasional person who say “I’ll leave it to you doc you are the one who 
understands this” and in general I think the older the person is the more 
they likely to say that’ (17, pg.6, M)  
  
‘age related stuff here in that older people will still tend to have that attitude 
that doctor knows best.’ (14, pg.4, M)   
  
‘they’re going to make an effort in order to utilise lv.3 and I will bet you only 
a small number of the patients now, younger perhaps, who would want to 
work at lv.4 because of the amount of effort necessary to reach the 
decision’. (1, pg.8, M).  
   
  
Some interviewees disagreed, suggesting that older patients want as much 
information and choice as the younger ones:   
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‘a lot of the older patients actually want quite a good bit of information, I’m 
not convinced they want any less. ‘(6, pg.14, M).   
  
Even though age might be a factor that affects patient preference for a certain 
level and style of consultation, the dentists felt that assumptions about 
preferences should not be based solely on a patient’s age:   
  
‘there are certain age issues but you can’t assume that they will 
necessarily apply to all old people or younger people or whatever, you 
know you got to, you can’t make the assumptions that somebody is 
wanting the information or not wanting the information, you still got to give 
everybody the information.’ (14, pg.4, M)  
  
Age was viewed as a significant factor affecting patient expectations and 
requirements of consultations. There was some disagreement regarding the 
effects of age on patient requirements, but it was acknowledged that dentists 
should not decide how much information and choice patients would want based 
solely on assumptions stemming from their age.  
  
Some participants also mentioned generation, which is another way of presenting 
age, as a factor:   
  
‘the people who want to know most probably are in their 30s, 40s, 50s. 
They are the sort of, ‘consumer generation’...’ (6, pg.14, M)  
  
‘well there are some people and I think to some extent that’s generational. 
We already talked about people’s expectations and I think that you will still 
get the occasional person, or perhaps more than the occasional person 
who say I’ll leave it to you doc you are the one who understand this and in 
general I think the older the person is the more they likely to say that, yeah.’ 
(17, pg.6, M)  
  
Patient culture was also seen as a factor that influences patient-dentist 
communication. According to the dentists, it is a factor likely to affect whether 
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patients want to be part of the decision-making process and how they prefer to 
communicate with the dentist.  
  
‘some cultures like to communicate, some cultures don’t, some cultures 
communicate with their own cultures very well but don’t communicate with 
other cultures very well.’ (4, pg.7, M)  
  
‘their cultural expectations and by cultural I mean there are maybe some 
cultures where you are told what you do – it is just what you do. Equally 
cultural …, it maybe how they were brought up, so the culture where they 
grew-up, what they experience as a child.’ (5, pg.9, M)  
  
‘I suppose many things seem to come back to …, culture often’ (12, pg.5,  
M)  
  
The respondents felt that culture can affect the level of interaction between a 
patient and a dentist and can influence the level of participation that patients want 
in a consultation. What is unclear is the meaning of ‘culture’ in this context. The 
term could be used to refer to geographical influences or to ethnicity, religion or 
spoken language. However, with one exception quote (5, pg.9, M), as can be 
seen from the quotes, none of the respondents clarified his or her meaning of the 
term.   
  
In addition to age and culture, participants also expressed that patients’ levels of 
life experience could affect their preferences for a higher or lower level of 
participation in consultations. It was suggested that patients who were seen to 
have more information, including more knowledge about the different choices 
available to them, were more likely to want to assume an active role:  
  
‘their own experiences, parent experiences you know. I think these are the 
things that make a difference, their knowledge of different procedures…’ 
(2, pg.7, M).   
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Furthermore, patients with clinical backgrounds were considered more likely to 
be granted more information and choice and to desire more involvement in the 
decision-making process:   
  
‘previous knowledge, so I find I need to do more lv.3 with doctors’ (15, 
pg.4, F)  
  
Another factor that dentists cited as having an effect on patient preferences was 
patient personality:  
  
‘some patients, again this is personality, there is the psychology of 
people’s make up.’ (13, pg.4, M)  
  
‘So it really does depend on the personality of the patient, such a range of 
people out there.’ (11, pg.5, M)   
  
The dentists suggested that people with certain personalities prefer to be more 
involved in the decision-making process, want more information and enjoy 
knowing every little detail, while others request only the basic information and 
leave the final decision in the hands of the dentist. However, the participants did 
not elaborate on which type of personality might prefer the higher or the lower 
levels.  
  
Dentists also heavily referenced the level of pain that patients experience at the 
time of the consultation as a factor that strongly influences patient preferences. 
Dentists noted that the main priority for patients in pain is to relieve the pain as 
quickly as possible, and that is going to influence the content of the consultation 
in terms of information and choice provision:  
 
 ‘if they are in pain they just want to be told how to get out of pain. Quite 
often if you start telling patients all the possible information then they just 
say” I just want it out, I just want this” or they just want to deal with pain.’ 
(15, pg.4, F)  
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‘Patients in pain say “I don’t care what you say, can and can’t do, can you 
just get me out of pain, what will get me out of pain and which will get me 
out of pain quickest”…’ (5, pg.9, M)  
  
‘state of mind at the time, level of pain they might be in’ (8, pg.9, M)  
  
This suggests that the level of pain the patient is experiencing can influence how 
much choice and information the patient wishes to receive and the type of 
decision that he or she makes.  
  
From a dentist’s perspective, providing patients with only basic information and 
striving to relieve their pain without presenting or discussing all of their options 
might seem to work at level 1. Technically, this might be true, but a dentist is 
actually patient-centred by following patients’ wishes, even when it may seem 
counterintuitive.  
  
Another factor that the sample highlighted was the severity and complexity of the 
condition requiring treatment. Dentist participants generally agreed that the 
severity of the condition, and subsequently the decision to be made, affected 
patients’ levels of participation and demands for information. There were, 
however, two opposing views. Some participants felt that the more complex and 
major the decision was, the more the patient will want to be part of the decision-
making process:  
  
‘I think if is something routine I don’t think they care very much’ (20, pg.2,  
M)  
  
Others felt that the more complex the treatment, the more likely it was that 
patients would not want to make the decision themselves:   
  
‘my only input on this is to say that this is fine and it is fine if the conditions 
are very low level condition but as you go up in severity some people 
become paralysed with fear and when they become paralysed they are not 
able to make these choices any more…’ (9, pg.1, M).  
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This reveals the opinion of dentists that the complexity of a case can affect how 
much information and choice the patient wants. Some dentists support the view 
that the more complex and life-altering a decision is, the more likely patients will 
be to desire involvement, while others suggest that the opposite is likely to be 
true, as patients might be overwhelmed and leave the decision to the dentist.   
  
This subtheme has presented the various factors that dentists believe might 
influence the amount of information and choice that patients want as well as how 
involved they want to be in the decision-making process. The highlighted factors 
clearly fall into two groups: one related to social determinants (age, education 
levels, cultural factors) and the other related more specifically to pain and clinical 
factors. Participants seemed to agree on the factors that were vital to consider, 
as most of the factors were cited repeatedly; however, there was considerable 
disagreement regarding the kind of effects that some of these factors could have 
on the adoption of PCC.    
  
Patient-related barriers  
Dentists have listed many barriers that make it difficult to give patients full control 
of their care. These can be patient-related, dentist-related or external barriers 
outside of the control of both patient and dentist. Patient-related barriers can 
result from the patient’s own personality or from his or her condition or general 
circumstances. A patient-related barrier that dentists cited was learning 
disabilities that, in their view, preclude a patient from being in full control of his or 
her care. Some form of contribution and involvement on the part of the patient 
could be achieved, but it was challenging, if not impossible, to guarantee full 
control to the patient. In this case, respondents seemed to be in favour of dentists 
making the final decision, with some participation of the patient and his or her 
family:  
  
‘so if you have a patient who has learning difficulties then the explanations 
need to be tailored to a level that they are able to understand, or if they 
still not able to discuss that with people who care for that person but in that 
circumstances the decision has to be the clinician’s.’ (17, pg.9, F)   
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Another patient-related barrier to being in full control was the patient having 
comorbidities that limit the options available to them:   
  
‘One because they won’t necessarily satisfy the treatment criteria but 
because it might not be, it would not be a possibility for all of them, it could 
be that due to a lack of bone or whatever other factors, medical problems 
that might not be very suitable for them and that there might be other ways 
of doing it.’ (18, pg.2, M)   
  
One reason that dentists might be reluctant to give patients full control of their 
care is concern over the legal consequences that could result from the patient 
making a wrong decision. In the following quote, the dentist refers to this concern 
in a context where the chosen option is one to which the patient cannot legally 
consent:  
  
‘and one of the problems is that lots of people aren’t, they want something 
that is unwise and they can’t give consent because the way the law works 
is, they can’t give legal consent for something that is bad for them. So if 
they sign a piece of paper saying I agree that (Respondent 6) can do this 
then if they sue me it is absolutely guaranteed they will win.’ (6, pg.2, M)  
  
This does not accurately reflect patients being given full control in the PCC 
hierarchy. Full control entails providing patients with all of the legal options 
available to them and allowing them to choose among them or from options they 
suggest that would not cause harm or lead to legal consequences for the dentist.  
  
Another patient-related barrier from the dentist perspective is the patient wanting 
an option that requires a commitment that the patient may not be able to offer. 
Thus, a dentist might not grant the patient the option he or she wants if the dentist 
feels the patient would not be able to follow instructions and adhere to the 
treatment:    
  
‘So in any treatment plan … you need to have that early stage of 
assessment of responses to care and if those patients don’t respond to 
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your treatment and don’t look after what you are doing or look after 
themselves then you have to modify what you are capable of delivering for 
them.’ (10, pg.6, M)  
  
There was also the problem of unrealistic patient demands:   
  
‘you have a certain percentage of patients who have unreasonable 
expectations as to what they think they can have.’ (13, pg.2, M)  
  
In addition, excessive treatment was also considered a patient-related issue that 
could render it difficult to give patients full control of their care:   
  
‘So that doesn’t give them control of their care but it may indirectly 
moderate their care that they are not in danger of being over cared for and 
over treatment is a major problem in any form of dentistry’ (10, pg.4, M).   
  
A patient’s language skills might make it easy or difficult to review the information 
that a dentist provides and suggests. In other words, language could have been 
either a barrier or a facilitator during a consultation.   
  
‘if you are dealing with a population who are in a very rough area of town 
who don’t see dentistry as a very important aspect of their care … where 
you have language problems’ (9, pg.2, M).   
  
There was also the issue of a patient’s access to the Internet in order to retrieve 
the tools that the dentist recommends.   
  
‘So one of them is about access to care in the context… do you have 
internet supply at home, then I would say: well go and look at things…’ (5, 
pg.4, M),   
  
In relation to Internet access, dentists cited the issue of misinformation as 
potentially leading to difficulties with the patient having full control:   
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‘You know they are going to get the information from any number of 
sources nowadays and some of that maybe misinformation because they 
are reading it from the wrong, you know from unprofessional or 
nonunderstanding standpoint’ (10, pg.8, M)  
  
According to the dentists, a problem can be the patient’s lack of interest in 
engaging in the decision-making process:   
  
‘how involved they are in their own care as well, how much value do they 
put on their own health care. So if they don’t put value they don’t really 
care, just do what you want...’ (2, pg.7, M)  
  
A patient-related issue that dentists repeatedly noted was the patients’ 
comprehension, or their ability to understand all information and options provided.  
This issue included patients’ miscalculation of risks:   
  
‘well what I was saying… I don’t think patients will ever be in full-control of 
their care, because how will somebody who doesn’t understand, you are 
looking at a layman, I mean they don’t understand the implications or the 
seriousness of certain things which might be happing to them.’ (16, pg.4, 
M)   
  
Information overload can also pose a challenge for patients in making a decision, 
which dentists indicated as a reason to focus on providing only relevant 
information to patients:   
  
‘So perhaps some of what’s happening at the top end could be described 
as information overload for a patient and they are unable to make a 
decision because they have too much information…’ (1, pg.9, M).   
  
This subtheme presented some of the barriers to PCC that result from the patients 
themselves, according to dentists. The dentists identified many patient related 
barriers, some of which were outside patients’ control, such as patients having 
co-morbidities or learning disabilities. Others were within patient control and were 
a result of the patient’s attitude towards care, such as a lack of interest or of effort 
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needed to carry out a desired treatment option. Other than personality (or attitude 
to treatment), some could have been attributed to other factors, such as patients 
being misinformed by unreliable information in the media, their language skills 
and patient culture.    
  
Factors affecting patient interaction with the dentist  
After obtaining the views of interviewees regarding the level at which they thought 
patients preferred working and the barriers to the adoption of these levels, the 
participants were asked to comment on the factors that affect which level they 
chose to practice at during a consultation and on the quality of the interaction.   
  
One factor that reportedly affected patients’ interactions with the dentist is the 
patient’s past experience of the condition, i.e. whether he or she had experienced 
a condition or procedure before. If so, dentists asserted that these patients had 
more knowledge and required less information than the average patient.   
  
'I suppose experiences then make more relevant as well, if someone has 
experienced something or knows about a procedure, they can understand 
it better, they won’t need as much information.’ (2, pg.7, M)  
  
For some patients, their past experiences in their home countries before coming 
to the UK affected the levels of interaction with their dentists. The quality of their 
previous experience can influence their expectations for the interaction and their 
level of involvement in the decision-making process:   
  
‘I think possibly the country from where you come from and your previous 
experiences with the professional care, and what your expectations are 
based on that. So you might be expecting much, much more or not an 
awful lot more.’ (12, pg.5, M)  
  
Dentists also identified trust as an important factor that can affect the interaction 
between a dentist and a patient. Dentists suggested that if patients trust a dentist, 
they are more likely to accept the information he or she provides, which makes it 
easier to reach a decision:  
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‘People find it very difficult to make decisions and take information if they 
don’t trust you, so no matter what you do here if they don’t trust you they 
won’t listen to you.’ (9, pg.4, M)  
  
Dentists admitted that it might take time to build trust and establish rapport. 
Rapport with a patient can be influenced by the dentist seeing the patient on a 
regular basis or over time:  
  
‘you know them; you know about their families. Over the years you got to 
know them so when they are coming immediately you got rapport, you say 
how is your daughter now she goes to university …’ (9, pg.4, M)  
  
Seeing the dentist as approachable was also imperative for the patient to feel at 
ease during a consultation. Approachable dentists reassure patients that they can 
ask questions, which improves the level of interaction between the patient and 
the dentist and makes patient happier:  
  
‘so as much as possible if you are decent and reasonable and 
approachable. I keep saying “ask any questions, if I say anything you don’t 
understand ask me questions” … and they ask you questions and then you 
treat them with respect and then you treat the questions with respect and 
you answer them carefully and then they are happy’ (6, pg.5, M)  
   
This subtheme covered how different factors, such as patients’ previous 
experiences with either the illness or with the Health Care Professionals, might 
affect how they interact with the dentist and how much information and choice 
they might want. Other factors, such as trust and dentist approachability, were 
also highlighted as impacting the interaction between a patient and a dentist.   
   
In conclusion, this theme encompassed a number of subthemes related to how 
patients might affect and influence the dentists’ adoption of PCC; in particular, it 
explored whether patients act as barriers or facilitators as well as their 
preferences in relation to information and choice. The subthemes covered here 
included dentists’ perspectives on what the patients want; patients’ 
characteristics that influence their level of participation during a consultation; 
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patient-related barriers; and factors affecting patients’ interactions with dentists. 
It was generally agreed that patients influence the adoption of PCC in a number 
of ways, from the perspective of dentists, and that dentists are not the only actors 
who can impact the adoption of this approach.   
  
4.5.3 The role and influence of the dentist in delivering PCC  
  
This section discusses the perceived characteristics of a dentist who encourages 
and welcomes patient participation and treats the patient as more than a sum of 
symptoms. It then presents dentists’ perspectives of the issue of dentists as 
barriers to the adoption of PCC.  
  
Characteristics of dentists practicing at higher levels   
According to the dentists who were interviewed, there are characteristics and 
skills that a dentist must possess to successfully practice at the higher levels (3 
and 4) of the hierarchy of PCC, which is used as a theoretical model in this study. 
One of the most-cited characteristics was the dentist’s ability to show empathy. 
In the quotes below, the dentists mention empathy along with the ability to 
understand the patient’s circumstances and background. They associate these 
qualities with kindness and patience.   
  
‘you have to show empathy, you have to show understanding, you have to 
show an ability to accept the social framework the patient comes from.’ 
(13, pg.3, M)  
  
‘certainly you have got to be able to effectively communicate with the 
patient, so language skills, skills of empathy, skills of being able to 
understand the implications of the decision.’ (8, pg.8, M)   
  
‘patience, kindness, empathy, all qualities you hope a good dentist got but 
not everybody has got.’ (3, pg.6, M)  
  
‘What they need is, they need to have empathy with them, individual wants 
to talk to somebody...’ (6, pg.4, M)  
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Another characteristic that can be grouped with empathy is the dentist’s ability to 
like his or her patients and people in general:  
  
‘I think one, you got to like people’ (9, pg.4, M)   
  
This illustrates that dentists acknowledge the importance of a pleasant approach 
and disposition during a consultation. What is perhaps more interesting, however, 
is that empathy and communication skills are identified as higher-level 
characteristics, yet they are related to the foundations of good-quality care within 
the hierarchy rather than to PCC regarding information and choice.  
  
Most participants agreed that good communication skills were necessary in order 
for a dentist to practice at the higher levels and were highly significant in helping 
dentists impart information and present choices to patients. These skills included 
the capacity to listen to what patients were saying as well as what they were not 
saying:   
  
‘I think they have to have good communication skills and that’s a two-way 
thing; that’s listening and being able to explain things clearly but also 
listening to the response of the patient and not necessarily audible stuff, 
sometimes it body language, sometimes its eye contact.’ (14, pg.3, M)   
  
‘You need excellent communication skills’ (4, pg.3, M)  
  
‘communication skills and getting on with people’ (9, pg.4, M)  
  
‘I think something which is very important is the communication skills’ (16, 
pg.3, M)  
  
‘I think the most important part of it will be good 
communication…Therefore, communication is the only skill and it comes 
through practice and confidence.’ (2, pg.5, M)  
  
The need for good communication skills was mentioned repeatedly during the 
interviews, in regard to both verbal communication and the ability to understand 
 		 125 
a patient’s unspoken worries and concerns. Participants did not elaborate on their 
precise meaning of ‘good’ communication skills except to occasionally mention 
the importance of not only providing information but also listening to the patient, 
whether verbally or non-verbally.  
  
Another highlighted skill was the dentist’s ability to tailor options and information 
to the individual:   
  
‘So that’s ability to target choices, information and, and treatment to each 
individual based on their needs is probably the most important thing is to 
treat people as individuals.’ (13, pg.3, M)  
  
‘…is to give people information and advice tailored to their need. So taking 
into consideration their restrictions, their limitations and to say to them 
right, these and these the choices you have that I’d like you to think about, 
the patient is fully informed and is able to make their choices themselves’ 
(9, pg.2, M)  
  
Dentists also made it clear that in addition to communication skills that focus on 
the patients, it was necessary to have the clinical skills required to carry out the 
treatment:   
  
‘the ability of the individual providing any care to deliver to the standard 
that is required.’ (10, pg.1, M)   
  
However, participants suggested that developing good clinical skills was easier 
for most dentists than developing good communication skills:  
  
‘like clinical dentistry you can take a person and most people will be able 
in the end to do the mechanical jobs that are required of them… but some 
people will be good at the beginning and be exceptional at the end and I 
think it is the same with being able to communicate information properly, 
and the thing is we all think we are really good at providing information.’ 
(17, pg.5, F)  
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These views convey that dentists agreed that communication is an important skill 
– probably as important as clinical dentistry – that they must have to successfully 
practice at the higher levels. In addition, dentists seemed to acknowledge that 
considering there are dentists with excellent clinical skills and dentists with bad 
clinical skills, the same is true with communication skills. Dentists also discussed 
how these skills, as with clinical skills, can be learned.   
  
Finally, it was suggested that the personality of the dentist, whether extroverted 
or introverted, can affect his or her ability to practice at the higher levels:  
  
‘I mean a lot of it is personality, if you are extroverted, positive and you 
able to engage in conversations with people. This is a sort of social 
interaction, if you are good at that, if you make an effort at it, you try to be 
a little bit nicer, this goes along way…’ (6, pg.10, M)  
  
‘personality requirements that come with trying to give this, you can try and 
teach it but really it is a personalities thing, certain personalities are better 
than others’ (9, pg.4, M)  
  
Participants suggested that some personality types have naturally superior 
communication skills, and that this predisposition factors into the way they 
communicate with patients. Interestingly, although they did not offer details on 
which patient personality was helpful to PCC practice earlier, here they seemed 
to suggest that extroverted dentists would be more effective at providing PCC 
care.  
  
This subtheme has presented several characteristics and skills that are 
necessary, from the perspective of the dentists in this study, in order for dentists 
to practice at the higher levels of the hierarchy of PCC. No disagreement was 
observed in their opinions, and most agreed that empathy and good 
communication skills were largely the most important skills for dentists who want 
to practice PCC.  
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Dentists as a barrier:  
In addition to the aforementioned patient-related barriers, there are many dentist-
related barriers that dentists have suggested and which can affect the possibility 
of a patient having full control of his or her care. For example, dentists might feel 
that they know which choices are in the best interest of the patient because they 
have the medical experience necessary to guide the patient during the decision-
making process:  
  
‘So I think lv.4 is least useful because they need, patients need guidance 
and what’s, what’s the point of having a specialist and doctors if they not 
going to take your guidance. So they can’t have full-control’ (15, pg.4, F)  
  
Another dentist-related barrier was the dentists’ fear of losing their autonomy by 
giving full control to patients:   
  
‘maybe I’m feeling threatened that my autonomy is being taken away, 
maybe deep down that’s what I’m concerned about, maybe I don’t have 
the trust I should have in patients making their own decision and giving 
them complete control...’ (7, pg.3, F)  
  
Using technical terms was reported as a dentist-related barrier that could make it 
challenging for patients to understand the information provided during a 
consultation, making it harder for patients to be involved:   
  
‘But you are often working with somebody and you are putting things into 
clinical jargon and that is a language the patient clearly doesn’t 
understand.’ (10, pg.5, M)  
  
This subtheme reveals that dentists acknowledged how they can be potential 
barriers to the adoption of PCC and discussed the ways in which they act as 
barriers to a more PCC approach.  
  
In conclusion, this theme discussed how the dentists themselves affect the 
adoption of PCC, the kind of characteristics that are required in order for dentists 
to practice at the higher levels of the hierarchy and how the dentists themselves 
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can act as barriers to the adoption of PCC. This theme demonstrates that dentists 
cited communication skills and empathy as two main skills or attributes necessary 
for a dentist to practice at the higher levels of the hierarchy. Dentists also cited 
how their fear of losing their autonomy and authority as well as the medical jargon 
they use could all be barriers to the adoption of PCC as illustrated in the hierarchy.   
  
4.5.4 The importance of context  
  
This theme discusses the effects of the context of healthcare delivery on the 
practice of PCC, namely the differences between practicing in an NHS setting 
and in a private practice. In addition, it addresses dentists’ perspectives on the 
different barriers that result from context.  
  
Differences between NHS and private practice (context of healthcare delivery)  
According to dentists, the many differences between NHS practices and private 
practices can affect the PCC level at which they practice. One difference that 
dentists repeatedly noted is that more time is allocated for consultations in private 
practice than in NHS practices:   
  
‘once you get into the private sector I think there is more time for discussion 
and so I think generally there will be a higher level that would be achieved 
when there is a more leisurely consultation’ (4, pg.2, M)  
  
‘So if you are in an NHS practice where you have to see 50 patients a day 
to make a living then you are not going to go down this information 
pathway, it takes too long.’ (9, pg.2, M)   
  
‘So they would be able to implement this hierarchy much more easily, and 
I think if you are a private practitioner this should be done anyway. So time 
and then obviously whether this is NHS or private’ (20, pg.5, M)  
  
There were also differences in the waiting time expected or accepted by patients 
in private practice:   
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‘… […private patients...] they expect not to wait, if they are arriving 10 
minutes before the appointment they expect to be seen on time’ (6, pg.21, 
M)   
  
The same issue can be applied to the waiting areas:   
  
‘They are expecting a nice room with newspapers and magazines that 
aren’t five years old and nice tables and carpets on the floor, no plastic 
chairs and all that.’ (6, pg.21, M)   
  
In a private practice, patients pay for services with their private funds; as a result, 
dentists argued, they usually expect to have more power in making a final 
decision compared to patients in the NHS. Dentists felt they were expected to 
leave the final decision up to the patient in private practice, but did not necessarily 
feel this way in the NHS.    
  
‘but in a practice setting not always. The patients ultimately decide what it 
is they want at the top level in many cases because they are paying for the 
treatment, which is different from a hospital practice usually.’ (12, pg.1,  
M)  
  
Differences also included the number of options provided to patients and how 
much control the patient has in relation to making the decision. Many dentists 
mentioned that patients in a private practice expect dentists to practice at level 4, 
and generally accept level 3 as a minimum.   
  
‘definitely if I went to the West End to get dental treatment I would expect 
to be in lv.3 or 4 because you are persuading the patients to invest a lot of 
their finances in the whole thing, we’d want them to be fully informed’ (18, 
pg.3, M)  
  
  
The interviewed dentists agreed that the context of healthcare delivery can affect 
the options available to patients as well as the time allocated for a consultation, 
which both affect the PCC level at which the dentists ultimately practice. The idea 
 		 130 
here was that patients who pay for their care should and do receive a higher level 
of information and choice compared to NHS patients, where the context of the 
consultation limits the amount of choice and information that dentists could make 
available to these patients.  
  
Context as a barrier:  
In addition to patient-related barriers and dentist-related barriers, the interviewees 
suggested that there were external barriers that can make it difficult, if not 
impossible, for patients to possess full control of their care. An external barrier 
that could limit the choices available to patients was reported to be the context in 
which the healthcare was delivered. In an NHS setting, there was said to 
occasionally be a limit on the number of options that a dentist could carry out. 
Funding usually made these choices possible in a limited number of cases that 
fulfil certain criteria. Although the previous subtheme briefly addressed this 
(differences between NHS and private practice), it focused mainly on the 
differences between the two sectors of healthcare delivery and how these 
differences impact the adoption of the hierarchy and PCC in general. Here, the 
NHS context is considered a barrier in itself rather than compared to a private 
setting.    
  
‘But that is the question mark. You can’t always do this because of the, I 
mean there are treatments here, where I see patients who need something 
done but the reality is that it is not going to be done anytime reasonably 
soon … People with gum problems are going to have to get something 
less than they might do and they ask about it some of them, they know 
about it.’ (6, pg.22, M).   
 
‘the problem is that the economics of the situation may mean that you only 
go so far up the hierarchy before you run out of funding or support for the 
treatment’ (10, pg.1, M)  
  
Cost in general affects the level of freedom that patients have when making a 
choice. This issue is particular to dentistry because of the co-payment, which is 
rarely an issue in NHS medical settings:   
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‘So in all treatment planning, in all care planning there are levels which you 
can achieve but those levels are not always related to the patient in terms 
of their condition, they are related to what the patient or the funder or 
society is willing to pay for the treatment.’ (10, pg.1, M).   
  
The limited choices available to the patient can result from many factors, some of 
which were mentioned previously, such as a limited budget or a patient’s 
comorbidities.  
  
‘ very often there will [be]…  only one option that I can offer and in that, in 
such circumstances make that offer and say the alternatives are nothing 
or what other people might be able to provide.’ (17, pg.2, F)  
  
Another barrier that dentists felt could limit the treatment choices available to 
patients was that it was occasionally students who would deliver the care in the 
context where these interviews were conducted. Depending on their year or 
amount of experience, they could perform only certain procedures:  
  
‘also I suppose what we can actually offer them … is supervising students 
so there are limitations to what they are able to do so you got to bring that 
into the picture...’ (18, pg.2, M).  
  
In other cases, however, students reportedly needed exposure to different 
procedures, which could affect the choices that are made available to patients 
since teachers ‘guide’ the patient to make a choice that is beneficial to the 
students. In such a case, the patient was not in full or any control of his or her 
care.   
  
‘Students need to do a certain number of procedures because they need 
experience in order to graduate but also, in order to be a good dentist, you 
look at the patient, there is a tooth that could be crowned or could be left 
with a very large filling, students need experience in doing crowns, I look 
at that tooth and know it could go one way or the other, it could be crowned, 
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it could be left. I don’t know which is the best answer and because I never 
will, except in 10 years time the filling broke or the crown survived or 
whatever. So sometimes I make the decision in the context of, with the 
patient, but I could persuade the patient to go down the line of the crown 
rather than leave it alone because in my opinion that might be a better deal 
for both the patient and the student’ (1, pg.14, M)  
  
It would appear, then, that in the setting in which this study was carried out, an 
additional factor was the need for dental students to gain sufficient experience in 
a particular procedure. Thus, the amount and type of information and choice 
offered to patients was further influenced by students’ needs in this context.    
  
The interviewed dentists repeatedly mentioned a lack of time as an external 
barrier that makes it harder for dentists to be more patient-centred or give full 
control to the patient.   
  
‘I think there are in a lot of practices there might be time-constraints’ (14, 
pg.2, M)  
  
‘…so to do that you got to have the time, really think time is probably the 
most important thing’ (3, pg.5, M)  
  
This lack of time was seen as a problem especially for dentists practicing in an 
NHS setting, and particularly those in general practice.   
  
‘…but then time sometimes is a very big constraint for all of us, so 3 would 
be a good level to work at.’ (16, pg.2, M),   
  
‘I think it depends on pressure, the number of patients you have to see in 
the session because the more time you have available the more you can 
get the patient involved in the process.’ (18, pg.4, M).   
  
This theme discussed how the context of healthcare delivery can affect the 
adoption of a PCC approach. Dentists listed many context-related barriers that 
can render the idea of patients possessing full control of their care difficult to 
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achieve, or at least hinder the process of having the patient in control of his or 
her care. The most common barrier that dentists recalled was time constraints, 
especially in an NHS setting. The higher levels of the hierarchy were seen as 
more adoptable in private settings.   
  
4.5.5 Dentists’ views on a hierarchy of PCC  
  
This theme includes subthemes that cover dentists’ perspectives of the concept 
of PCC, the hierarchy in general and the different levels in particular. It also 
includes how the dentists perceived their own level of practice and the levels of 
their peers as well as the motivational factors that might increase the likelihood 
of dentists adopting a tool that is based on this hierarchy.  
  
Dentists’ views of the PCC hierarchy   
The dentists had a generally positive view of the hierarchy, although most 
considered it more useful for students and dental trainees than for experienced 
dentists.   
  
‘I would certainly use it on clinics teaching students yes, I think that would 
be quite useful. To be able to observe them doing this and being able to 
say to them: well ok you got up to here but maybe you just need to be, you 
know moving up to lv.3. So as a teaching aid it will be very helpful’ (14, 
pg.6, M)   
  
Dentists who did not think they needed the hierarchy usually cited their 
experience or the fact that they already practiced PCC.   
  
‘I think if you got somebody who is experienced and has been in practice 
for a very long time they would’ve done that by default.’ (10, pg.10, M)   
  
However, the hierarchy was viewed as a useful self-reflection tool for both 
dentists with less experience and all dentists in order to determine their current 
progress and future goals.   
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‘I think in principle it is very good. I mean obviously the whole idea of you 
know PCC is obviously essential. So anything that can be done to 
encourage it …if it’s in the front of their conscious … the fact that you flag 
it up to them and they are sort of thinking about it make some people 
change the way of doing things, it’s got to be good…’ (11, pg.8, M)  
  
One issue that participants raised was the linearity of the hierarchy in its current 
form, which does not reflect real-life situations in a clinic. It was felt that dentists 
needed to move back and forth during a visit rather than only in one direction:   
  
‘I think it’s too linear; I don’t think its linear like this. I think patients hop 
around all the time and might change. It needs to be more of a network’ 
(19, pg.19, M)  
  
It was also recommended that more detailed descriptions of the various levels be 
provided to more clearly illustrate each level:  
  
‘So, me looking at that to begin with it was a bit vague, so maybe having 
examples and a bit more information would be useful.’ (15, pg.7, F)  
  
It was particularly felt that the word ‘tools’ in the third level required a better 
definition and that examples were necessary for the various tools available for 
dentists to use:  
  
‘I mean I think you need to be more specific by what you mean by tools’ 
(10, pg.11, M)   
  
Interestingly, although participants asked for elaboration on the meaning of level 
3 tools and requested some examples, they generally placed their level of 
practice at level 3 or higher when asked to rate themselves.   
  
‘I’d like to think that I’m certainly at lv.3.’ (14, pg.2, M)   
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This suggests either that there is some confusion regarding the content of level 3 
or that clarification is required for those with less experience, who might be in 
greater need of a tool.    
  
Regarding the utility of the hierarchy as the theoretical basis for a self-reflection 
tool, some participants suggested that the self-reflection tool might be difficult to 
use, as those most in need of the tool might lack the ability to reflect accurately 
on their level of practice.   
  
‘I’m feeling quite prejudiced now but my guess would be the people that 
really need to learn all this are the people who are not really good at self-
criticism because they really haven’t thought about what they’ve been 
doing.’ (3, pg.10, M)   
  
To combat this, one dentist proposed using the hierarchy as a form of appraisal 
by someone other than the dentist:   
  
‘you may… will not reflect very well on… actually I just need to be better.  
Whereas I think as I said in an appraisal situation it would be quite useful’ 
(14, pg.7, M)  
  
In summary, this subtheme indicates that dentists’ generally liked the hierarchy 
but felt it would be more beneficial for dentists with less experience and dental 
students. They raised some issues with developing a tool for self-assessment or 
self-reflection purposes, citing the lack of ability of some dentists to accurately 
reflect on their own performance as the reason for this reluctance, and 
recommended having a tool that a third party can use as an appraisal form. 
Furthermore, offering some examples for each level was thought to be useful for 
more accurate application of any developed tool or of the hierarchy itself.   
 
Dentists’ perceptions of their own and their peers’ levels of practice   
As mentioned, most of the dentists who were interviewed shared that they mostly 
practiced at level 3.   
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‘I’d like to think that I’m certainly at lv.3.’ (14, pg.2, M)   
  
‘I would say lv.3 every single time.’ (13, pg.2, M)  
  
Interestingly, the idea of practicing at the same level every time challenges the 
core notion of placing the patient at the centre of care. Level three may not in fact 
be the one level that every patient wants or needs. Furthermore, some 
participants stated that they practiced at the highest level (level 4), but they 
usually did so with some reservations:  
  
‘I would take an active lv.4 when I think it’s in their best interest, when the 
patient is demanding things that are not in their best interest then it’s 
probably lv.3’ (19, pg.6, M)   
  
‘I’d love for them to make their own, you know decisions, as long as they 
are sensible, you know in that it is not damaging their health’ (19, pg.9, M)   
  
It is evident from these two quotes that despite dentists noting that they practiced 
at level 4, their descriptions of it did not match the level’s definition in the 
hierarchy. The collected data suggests that the participants assumed the view 
that patients can be in full control of their care as long as their choices are within 
the realm of their best interests as established by dentists.   
  
Some dentists mentioned that they sometimes practiced at level 2:   
  
‘I’m hoping I work at lv.3, it is difficult sometimes to know how much you 
are guiding the patient and influencing their decision, which will take me to 
lv.2 I think.’ (8, pg.4, M)    
  
Here, it is apparent that dentists can be aware that they might be guiding the 
patients’ choices, which would take them down one level. It is also evident here 
that, as mentioned, the majority of those who were interviewed envisioned 
themselves as practicing mostly at level 3, with the occasional level 4 and level 
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2. Interestingly, when the practices of other dentists were rated, however, they 
were perceived as practicing at a lower level, generally between levels 2 and 3:   
  
‘Most dentists in practice, particularly within general practice, would 
probably work along lv. 2 to 3. They would aspire to 3 but might tend to be 
more in the lv 2.’ (1, pg.3, M)   
  
Participants suggested that those who work in general practice might find it 
difficult to work at level 3 all the time and might revert to practicing at level 2 with 
most of their patients. This was mostly attributed to time constraints due to a 
heavier workload, which might make it challenging to list all options and 
information available and tailor them to the patient.   
  
‘So lv.2, I would have thought most dentists are working at lv 2’ (13, pg.2,  
M)  
  
Regardless, they agreed that few dentists still practice at level 1, which they 
described as an out-dated approach:   
  
‘I don’t think we live too much in lv.1, there are probably people out there 
but they are hopefully a minority.’ (1, pg.4, M)  
  
This sub-theme discussed how dentists viewed their levels of practice and those 
of their colleagues. Most dentists felt that they practice more at level 3 of the 
hierarchy. Their peers sometimes practice at level 3, but mostly at level 2, though 
this was justified by the workload they likely face in a general practice. Level 4 
was mostly used if the dentist saw the patient as sensible, and level 1 was found 
to be rarely practiced by the dentists who were interviewed or by their peers.   
  
Characteristics or descriptions of the different levels of the model  
The dentists generally viewed the first level of the hierarchy (information only) as 
an antiquated approach:   
  
‘I think probably 20 years ago it would have been lv.1’ (18, pg.3, M).   
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Dentists remarked that practicing at level 1 can also lead to patient complaints, 
especially if there are any problems or complications resulting from the treatment 
or from any action taken by the dentist:   
  
‘If you don’t let the patient know what are you going to do to them or what 
treatment options they have or how much it is going to cost for them to 
have treatment then obviously it’s not going to go down well and in the 
long term you are probably looking at a very serious complaint.’ (16, pg.3, 
M)   
  
It was generally seen as an unbeneficial way of interacting with patients:   
  
‘it’s a waste of time, it’s not satisfying, it gives no interaction with patients… 
It’s just a waste, completely a waste of time.’ (13, pg.3, M).  
  
In some cases, however, a small number of respondents felt that practicing at 
level 1 is acceptable, for example if the dentist is engaging with a patient who has 
learning disabilities:  
  
‘other patients, especially those with, we see here, maybe with learning 
disabilities…, they are going to be much more guided in the hierarchy. So 
they will be further down lv.2 and even possibly lv.1 where you are making 
the total decision for them.’ (8, pg.3, M).  
  
This poses interesting implications for the way in which patients with learning 
disabilities are viewed.  
  
In terms of most patients, level 2 was considered the minimum legal obligation. 
Practicing below level 2 would be insufficient to demonstrate an agreement 
between the dentist and the patient.  
  
‘lv.2 they have to go that far because the patient has to agree to the 
treatment presumably. They are not going to do treatment without 
agreement.’ (10, pg.2, M)   
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‘lv.2 is the minimum that is acceptable in my view’ (6, pg.10, M)  
  
In addition, dentists mentioned that those with time constraints might ultimately 
practice at level 2:    
  
‘If you’ve got a heavily booked clinic then it probably comes down to lv.2’ 
(18, pg.4, M)    
  
Level 3, however, was where most dentists positioned their practice or aspired to 
practice:  
  
‘I’d like to think that I’m certainly at lv.3.’ (14, pg.2, M).   
  
They also viewed level 3 as the hierarchy’s most useful level for both dentists and 
patients:  
  
‘The truth is from a clinical perspective as I see it, which may have a slightly 
paternalistic approach, lv.3 offers the greatest opportunity’ (1, pg.4, M).  
  
Dentists explained that practicing at level 3 would help them build trust between 
themselves and patients:   
  
‘In any good practice you would be using at least lv.3 with every patient 
because it builds trust, it builds a framework to be able to help that patient 
for years and years and years which we do at the practice’ (13, pg.1, M)  
  
Generally, dentists did not think level 4 was a particularly useful and applicable 
level at which to practice, from the perspectives of both dentists and patients. 
From a patient’s perspective, dentists noted that level 4 was patient-dependent 
and that some patients were not willing or able to assume the sort of responsibility 
that is required of them in level 4 consultations.   
  
‘At lv.4, I found that very patient dependent’ (8, pg.3, M)  
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Dentists cited that not all patients were able to make the right choices when given 
full control (level 4).   
  
‘I think that lv.4 makes it much more difficult for the patient and I think that 
they are more likely to be confused and maybe not make the right decision’ 
(7, pg.4, F)  
  
This suggests that dentists generally think that some contribution on their part is 
necessary in order for the patient to arrive at the right decision, which from a 
dentist’s perspective is one that does not harm the patient and that the dentist 
finds most beneficial for the patient. However, dentists had to take into account 
that patient risk values might differ from their own:   
  
‘I think the danger of lv.4 is if the patient … or the patient demands, or 
requests a treatment that the clinician is not willing to provide or thinks that 
it’s unsuitable, then the patient in full-control can be a little bit dangerous.’ 
(14, pg.2, M).  
  
Dentists also appeared to think that, considering all of the constraints of the 
current health system, level 4 was more of an ideal than a reality. Dentists 
seemingly held the opinion that it is difficult, if not impossible, to have patients in 
complete control of their care, for various reasons:  
  
‘Lv.4 would be fine in a utopian world where everything is completely free 
and there are no constraints over what you can do’ (10, pg.3, M).   
  
‘I think 4 as I alluded to is probably an aspirational thing, you know, I don’t 
know if anyone is in full control of their care to that degree.’ (5, pg.3, M)  
  
‘I think there is, if I were to redesign this hierarchy I would only leave it at 
three levels because I don’t think patients are in full-control of their care’ 
(16, pg.4, M)  
  
It would appear that the dentists were totally clear about level 4 being aspirational 
and not applicable in practice.   
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In addition, from a dentist’s perspective, practicing at level 4 requires skills to 
communicate in two ways, which is also considered true for level 3:   
  
‘lv.1 and 2 obviously you have to have good ability to impart information 
but at 3 and 4 you have to have the added skills of receiving information 
back and then processing it in the right way. So yeah, I think this become 
two-way’ (8, pg.8, M).  
  
A final reason dentists felt it was especially difficult for a patient to have full control 
of his or her care was that the dentist is the one who provides information to 
patients and lists their options for them, so it is possible for the dentist to lead the 
patient, sometimes even without intending to, and therefore influence the 
patient’s decision:  
  
‘but of course when you are explaining…you can guide the patient very 
easily to do what you want them to do. So it is very difficult to make it totally 
the patient choice.’ (3, pg.2, M).   
  
This quote illustrates that dentists have acknowledged that they can influence a 
patient’s decision by presenting the choices and information in a certain way.  
  
The dentists who were interviewed generally agreed that level 1 was no longer 
acceptable and was below the legal requirements, apart from cases where the 
patient has a learning disability. They felt that level 2 barely covered the legal 
requirements and should be practiced only when navigating time constraints or 
other limitations that obstruct or prevent practicing at level 3. Level 3 was 
considered the ideal level from the dentists’ point of view, although they 
expressed that ‘other’ dentists might need help to practice at that level. Level 4 
was described as an aspirational level that is difficult to practice in real situations.  
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Motivational factors for dentists to use the tool  
Dentists cited certain factors that might increase the likelihood that they would 
use a tool that has been developed based on the hierarchy, for example 
witnessing their colleagues using the tool:  
   
‘I think the biggest thing that works with dentists is if they see other dentists 
doing it. It’s all about the tribe’ (6, pg.21, M)  
  
Another suggestion was to offer financial incentives:   
  
‘they need, what they need to do I think, I think they are all capable of doing 
it but given the time to do it and you know probably financial incentives it 
has to be said if you work in general practice environment’ (11, pg.4, M).  
  
Some dentists also suggested that using the developed tool as part of dentists’ 
CPD training would help incorporate the developed tool into the system:   
  
‘Certainly you can include it as an element of CPD were you can get 
benefits back from doing it and whether it can be I suppose incorporated 
in elements of the sort of the core requirements in as much as it can be 
embedded into things like I suppose complaints handling’ (18, pg.8, M).  
  
In addition, it was suggested that the developed tool be used as part of the 
required reporting by the NHS in a new contract:  
  
‘so in the new contract where we are dealing with computer-based 
reporting, these questions could be included in the requirement of the 
programme… so the report that would go to the government would indicate 
the level in the hierarchy that this dentist is operating on with that patient, 
that would work.’ (4, pg.5, M)  
  
Most of the suggested factors could be categorised as extrinsic motivational 
factors, with the exception of dentists following the example of other dentists, 
which can be considered an intrinsic motivational factor. In particular, dentists 
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viewed the option of incorporating the tool into the reporting system as the best 
method to have dentists use the tool in NHS settings.  
  
4.6 Discussion   
  
This chapter has presented and discussed the analysis of the qualitative 
interviews that have been undertaken in this study. In general, dentists exhibited 
an understanding of the meaning of the term PCC as well as a positive attitude 
towards the hierarchy in general, but they listed many barriers to its adoption, 
especially in an NHS setting.   
  
1. Understanding Patient-Centred Care  
This theme concerns dentists’ definitions and understandings of the concept of 
PCC. Dentists’ minimalist views of PCC as synonymous with empathy in this 
study are similar to those found in the literature. In a study with a similar 
population (Asimakopoulou et al., 2014), the researchers determined that dentists 
similarly defined PCC as being more empathic and ‘nice’ to patients. This 
definition of PCC is not restricted to dentists: HCPs in general understand PCC 
as mainly being ‘nice’ to patients and, as in the Berghout et al., (2015) study in 
which 34 HCPs rated the importance of eight dimensions of PCC, ‘Treating 
patients with dignity and respect’ under the patient preference dimension was one 
of the most important features of PCC, according to HCPs. This confirms the 
findings of previous work (Asimakopoulou et al., 2014, Scambler et al., 2014), 
which has noted that dentists feel as though they act in a PCC way but once 
asked about the concept, it is obvious that they have a limited understanding of 
its actual definition or its conceptual meaning. The novel finding in this theme was 
that obtaining informed consent from patients was tantamount to being patient-
centred.   
   
2. The role and influence of patients on the delivery of PCC  
  
This theme discusses the influence of patients on the implementation of PCC, 
including patients’ desires according to dentists, the characteristics of patients 
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who want to be more involved and patients as barriers to dentists becoming more 
patient-centred. Dentists mentioned that patients generally wanted to be treated 
with respect, and that they valued trust. The literature has supported this point 
with evidence for these claims (Epstein, 2006). A number of studies have 
revealed that patients assign high value to having and developing a trusting 
relationship with their dentists or HCPs (Thom et al., 2004, Mills et al., 2015). This 
trust, as some of the dentists noted, requires time to be built. Many other studies 
(Hill et al., 2014, Bonney et al., 2009) have also found this, and some have used 
the argument for having one doctor treat the same patient or family over time as 
an option available to patients rather than routinely changing the doctor who is 
assigned to the patient (Turner et al., 2007, Sinnott et al., 2013).  
  
Dentists also explained that patients generally wanted information, but they did 
not necessarily want to make the treatment choice by themselves. This held true 
for some patients (Chapple et al., 2003, Flynn et al., 2006, Schouten et al., 2003), 
but generalising this view to all patients is not accurate and should not be the 
default when dealing with patients, according to our sample. Different patients 
have unique preferences for the amount of information they wish to receive from 
their dentists or doctors, and they differ in their preferred degree of involvement 
in the decision-making process (Levinson et al., 2005, Politi et al., 2013). In 
addition, some studies demonstrate that the same patient might change his or 
her preferences with time or changes in the situation (Chewning et al., 2012, 
Butow et al., 1997). Preconceived ideas that are based on patients’ 
characteristics and whether these make them more interested in being part of the 
decision-making process or not should also be avoided, but as the interviews 
have revealed, dentists sometimes had these ideas in mind. They agreed, 
however, that there is sometimes a mismatch between a patient’s particular 
characteristics, age or education and the preferences of people with the same 
characteristics, age or education.   
  
There were some opposing views regarding patients’ preferences, with some 
participants suggesting that older and less-educated patients would be more 
likely to leave the final decision to the dentist and view him or her as the expert. 
This view seems to be the most prevalent in the literature (Benbassat et al., 1998, 
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Swenson et al., 2004), but it is not always true and applicable: a patient’s 
advanced age does not mean by default that he or she would not want to be part 
of the decision-making process, nor does it determine how much information he 
or she wants (Dardas et al., 2016, Bastiaens et al., 2007). In their study, 
Bastiaens et al., (2007) have suggested that even though older patients were 
generally highly interested in being respected and maintaining a trusting 
relationship with the HCPs rather compared to being part of the decision-making 
process, they nevertheless wanted to be given sufficient information. However, it 
is important to note that older patients are not all the same. This applies also to 
education; although many studies found education to affect a patient’s preference 
for involvement; with younger patients more likely to want involvement in the 
decision-making process (Say et al., 2006), HCPs should not make 
generalisations based on patient education, age or any other characteristics 
(McKinstry, 2000). The novel finding here is that the interviewed dentists did not 
appear to agree whether age or education influence information and choice 
options. Rather, age and education are seemingly used to serve whichever 
argument the dental team might wish to advance. A more in-depth study should 
explore this issue in future.  
  
In addition to patient characteristics, participants cited many other factors that 
might affect patients’ levels of participation during a consultation, such as how 
much pain they were experiencing or the severity of their condition. In relation to 
condition complexity, dentists expressed opposing views. Some suggested that 
the more severe and complicated the patient’s condition is, the more likely it will 
be that he or she would leave the decision-making to the dentist. Others have 
posited the opposite: a patient would want to be more involved if the condition 
were more complicated. Such opposing views are also present in the literature. 
In some cases, HCPs felt that the severity of a condition meant that patients 
would be less likely to participate in the decision-making process (Knight et al., 
2013), but it had the opposite effect in other cases, with HCPs believing a 
condition’s severity would result in patients preferring to be more involved and 
receive more information about their condition (Kenealy et al., 2011). As for pain, 
the dentists’ views resembled those of HCPs and patients in general (Chapple et 
al., 2003, Pollard et al., 2015), namely that pain could make it difficult for patients 
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to want to participate, which increases the likelihood of them leaving the decision 
making to the HCP. The novel finding here is that dentists identify dental pain as 
a factor that might undermine the provision of PCC. Evaluating this viewpoint 
critically, it could be argued that a patient experiencing pain could be an even 
stronger reason for the dentist to provide PCC. Future work should pursue a more 
detailed understanding of the role of pain in PCC.  
  
As for the patient acting as a barrier to the adoption of PCC, the participants in 
this study suggested this was the case for multiple reasons, most of which seem 
to be shared with other HCPs according to several studies (Legare et al., 2008). 
Barriers included the patient’s lack of interest in engaging in the decision-making 
process, an issue that different HCPs, including dentists, as well as patients 
themselves have mentioned repeatedly in the literature (Legare et al., 2008, 
Chapple et al., 2003); it is usually cited to justify the lack of more involvement of 
patients in decision-making by HCPs, since patients themselves do not want to 
be involved (de Haes, 2006, Rosewilliam et al., 2011). A further barrier to dentists 
was the perceived lack of patient comprehension, or the patient’s inability to 
accurately assess both a situation and the risk factors associated with options. 
This attitude and the perception of the patient as unable to correctly assess a 
problem and select the best option seems prevalent among other HCPs, as 
various studies have illustrated (Rosewilliam et al., 2011, Zeuner et al., 2015). 
Ting et al., (2016) have argued that patients with lower education levels are more 
likely to struggle to participate in the decision-making process or request 
information, but this should not be viewed as a reason to exclude them or neglect 
to provide them with information. Rather, it should encourage HCPs to use 
simpler, more accessible language to describe a problem and treatment options 
to patients, and direct them to other sources to help them understand the situation 
if necessary. In this way, these patients can play a more active part in the 
decision-making process and provide actual informed consent that includes 
comprehension of each choice and its consequences. While these findings 
support previous work in medicine that suggests that HCPs view patient 
characteristics as a barrier to providing PCC, the novelty here is that some of 
these barriers were not known to affect dentists prior to considering the 
differences between their context of healthcare delivery and that of other HCPs.  
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Furthermore, the dentists identified some issues which did not seem to arise in 
the literature in relation to the barriers to and facilitators of PCC; these include the 
effect of the patient having a previous experience of the illness on their degree of 
involvement in the decision-making process. It also includes the effect of how 
dentists perceived patient lack of commitment as a barrier to involving them more 
heavily in the decision-making, or at least led to narrowing the options they gave 
them.    
   
3. The role and influence of the dentist on the delivery of PCC   
  
This theme discusses which type of characteristics distinguish those who practice 
at the higher levels from those who do not. Furthermore, it examines how dentists 
might be barriers to PCC.   
  
When asked which features distinguish dentists practicing at the higher levels of 
the hierarchy from those who do not, interviewees considered empathy with 
patients and good communication skills to be key qualities. This is consistent with 
the reports of other studies (Levinson et al., 2010, Hofstede et al., 2013).    
  
Dentists acknowledged that they themselves can act as barriers to practicing 
PCC. However, the novel finding in this study is that the number of issues they 
suggested (lack of empathy, or inexperience) is considerably smaller than those 
barriers they felt originated from the patients themselves or from the context in 
which care was delivered. Many of the issues the dentists recalled as barriers are 
in line with findings in the medical literature and reveal that other HCPs seemingly 
share a similar perspective (Towle and Godolphin, 1999).   
  
Dentists referred to some common issues, such as how the use of technical terms 
and jargon does not facilitate the sharing of information. Both HCPs and patients 
consider the use of jargon to be problematic (Schirmer et al., 2005, Ting et al., 
2016), which has been widely reported on. Interestingly, the dentists here 
expressed that people other than themselves were likely to use jargon, so they 
appeared aware of the problem that jargon use creates and reported that this was 
a problem for others but not themselves. This is evidence of unrealistic optimism 
in terms of communication skills, whereby the reporting dentists appeared to 
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suggest that other people are worse than they are in communication (Weinstein, 
1980).  
  
 Another barrier discussed in the literature (Legare et al., 2006) and cited by 
dentists is that HCPs fear they might lose their autonomy by giving more control 
to the patient. The fear of losing autonomy by offering patients more control has 
rarely been reported before; it is interesting that autonomy is a factor when 
considering PCC. Future work needs to explore this further, as it could be that 
dentists who feel more secure in their roles are perhaps more capable of granting 
control to patients and can be more responsive to patient needs, thus providing 
superior PCC.    
  
Some of the dentists’ suggestions seemed supported by evidence; for example, 
a survey study distributed to 6,300 U.S. dentists practicing in private settings 
explored the number of communication techniques they used. The study 
indicated that specialists, with the exception of paediatric dentists, used more 
communication techniques than general dentists (Rozier et al., 2011). The data 
were self-reported, however, so they must be treated with caution. The sample 
that was interviewed conveyed that they normally practiced at level 3 of the 
hierarchy, compared to general dentists who seemed to practice more at level 2. 
Rozier et al., (2011) have asserted that communication skill differences between 
dentists might be because specialists deal with more complex situations than 
general dentists, including risks and the possibility of complaints. The dentists in 
this study also noted this, but most of them attributed GDPs’ second-level practice 
to time constraints.  Although other HCPs have identified time constraints as an 
issue in a number of studies (Elwyn et al., 2000, Graham et al., 2003), it is more 
problematic for dentists. This is mainly because dentists usually have to carry out 
the active treatment as part of the consultation, so the visit is not only for 
diagnosing the patient but also for treating him or her, which is not the case in a 
medical visit. This could make it more difficult for dentists to interact with the 
patients and complicate the adoption of PCC compared to the medical and 
nursing fields.   
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4. The importance of context   
  
This theme presents the effect of context on how and whether PCC can be easily 
adopted. It explores the differences between private settings and NHS settings 
as well as how each influences and affects the level of PCC that a dentist would 
choose or be able to practice at.   
  
Dentists repeatedly cited the impact of the context of healthcare delivery on the 
adoption of PCC, which is also discussed in the literature (Knight et al., 2013). 
Issues such as time constraints can be found in many other studies (Elwyn et al., 
1999, Edwards and Elwyn, 2004), especially in NHS settings, and are cited by 
HCPs as a main barrier to adopting a more PCC approach. Patients also refer to 
this issue as a barrier to advanced discussion of their problems and preferences 
(Ting et al., 2016). On the other hand, dentists noted that it was more possible to 
adopt a PCC approach in private settings because patients paid for their time, 
and therefore expected an appropriate service. Several studies have previously 
reported this issue (Angelopoulou et al., 1998, Berendes et al., 2011), and it is 
highly interesting. It would appear that PCC is a commodity that can be 
purchased, whereby the more patients spend, the more likely they are to receive 
a patient-centred consultation. The paradox of this argument is that most patients 
of course pay for part of their dental treatment, even when receiving it through the 
NHS. It would also appear that the co-payment required for dental treatment does 
not currently facilitate the adoption of a more PCC service; rather, dentists who 
were interviewed here talked about the cost issue, how it could affect patient 
preferences and how it could possibly lead them to the selection of an option that 
is not ideal but is motivated by the cost issue. Dentists did not only discuss the 
cost issue and its potential effects on patient options but also how it could limit 
the options available to present to patients as a result of the hospital or clinic 
budget. They linked this to the difficulty of practicing at the higher levels of the 
hierarchy, asserting that it would not be possible to perform treatment that the 
hospital’s current budget does not list or approve. This is a novel finding and 
poses a dilemma for the dental team. On the one hand, they are expected to offer 
a PCC service to patients, as evident in all the guidance documents that support 
their practice. Yet, the context in which they are working simultaneously limits the 
choices that they can make available to patients. This is a novel observation that 
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implies that dentists are forced into a conflicting position in a system that dictates 
that they need to be patient-centred while at the same time limiting the type of 
care they can offer patients.  
Finally, the specific context of this study (a teaching hospital) gave rise to a final 
novel finding: students treating patients seemed to have a direct effect on the 
treatment options that were made available to patients, depending on student 
ability and need. The intriguing ethical dilemma in this case is at which point 
decisions are made to suit the patient, and when these decisions really suit the 
student. Again, the dentists who were interviewed here provided a unique 
perspective of PCC in real clinical practice within a hospital, highlighting 
observations that are likely to impact the understanding of PCC in this specialised 
context.   
  
5. Dentists’ perspectives on the hierarchy of PCC  
This theme explicitly discusses dentists’ views of the PCC hierarchy, the level of 
the hierarchy at which they place themselves, their thoughts on each level and 
potential motivations to use this hierarchy or a tool that is developed on the basis 
of it. All findings pertaining to the hierarchy are novel in that no previous work has 
asked dentists to comment explicitly on any one model of PCC. In general, 
dentists agreed that the hierarchy could be useful as a tool for the adoption of 
PCC and as a way of defining the concept in dental settings. The second key 
finding was that the dentists who were interviewed often felt that they already 
practiced PCC and, as such, that the hierarchy might have little use for them. 
Interestingly, those dentists who made this comment continued to suggest that 
this model of PCC would be particularly useful for other, less experienced 
dentists. Thus, although they felt that they themselves might not need to use the 
hierarchy, other dentists would probably benefit from it. This does not seem to be 
an issue with dentists only; another study has found that, despite evidence 
suggesting otherwise, HCPs can feel that they provide their patients with 
sufficient information and involve them in the decision-making process, and they 
therefore have no need to learn more about PCC (Towle and Godolphin, 1999).  
This work is the first study to report on a similar finding in dentistry.  
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When asked to rate their level of patient-centredness using the hierarchy, most 
of the dentists placed themselves at level 3, which they incidentally found to be 
more useful for both patients and themselves. It is possible that interviewees 
practiced at the higher levels of the hierarchy and adopted a more ‘shared 
decision-making’ approach, which could be a consequence of teaching at an 
academic hospital and therefore being up-to-date with the current recommended 
style of communication. The other possible reason that most of the dentists rated 
their level of practice towards the higher end of the hierarchy could be a self-
assessment bias, which multiple studies have demonstrated can happen to HCPs 
and others (Dunning et al., 2004, Walfish et al., 2012). This self-assessment bias 
could potentially be attributed to optimistic bias in particular, whereby people tend 
to believe they perform better than the average person (Weinstein, 1980). This 
may imply a need to rethink the labelling of the levels in the hierarchy or the need 
to include a clear, precise description of each level in order to combat self-
assessment bias. The observation that dentists perceive themselves as 
practicing at higher levels of PCC while their colleagues tend to practice at lower 
levels is novel, regardless of whether that is a self-assessment bias or truly 
reflective of clinical practice, and has not been previously reported in dentistry.  
Dentists seemed reluctant to give patients full control. They expressed concern 
that patients might inadvertently cause self-harm if granted full control of 
treatment choice, or that they might ask for treatments that were not possible to 
deliver.  Similar reluctance to yield power to the patient is present in medicine, as 
doctors have reported reluctance to surrender full control to the patient (Elwyn et 
al., 1999). This unwillingness has resulted in dentists calling the fourth level of 
the hierarchy ‘aspirational’ and viewing it as an impractical way of carrying out a 
consultation. Thus, dentists’ perceptions of level 4 differ from its original definition 
in the hierarchy: that patients are enabled to make choices regardless of whether 
the dentist deems the choice to be ‘sensible’. This was helpful feedback; it could 
be that the model, although theoretically complete, is insufficiently pragmatic at 
this level.  
  
At the same time, dentists agreed that information alone was not enough, and 
that a consultation pitched at level 1 could lead to possible complaints, especially 
if a problem were to arise. This issue, acknowledged by dentists, is supported by 
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different studies in medicine (Elwyn et al., 1999, Levinson et al., 1997). The 
novelty here is the direct reporting and acceptance of the fact that simple 
information provision in a dental setting is likely to result in patient complaints in 
the future.  
  
4.7 Conclusion  
  
This study has provided some valuable insights into perceptions of PCC, the 
potential adoptability of the hierarchy in a dental setting and the barriers and 
possible facilitators that could improve or hinder its adoption.   
The results of this study suggest the following:  
• There is a lack of a shared, sophisticated understanding of what constitutes 
PCC, but practicing dentists do not consider this a problem.  
• A lack of shared understanding as to what PCC might entail occurs alongside 
an almost universal conviction that the individual being interviewed practices 
PCC.  
• Communication skills are central to the delivery of PCC; however, colleagues 
who are less experienced than those interviewed may encounter difficulties in 
communicating appropriately, especially when jargon is used.  
• Study participants linked many of the problems with the delivery of PCC in 
practice to external factors in the form of either patients or context and external 
environment.  
• Patient-centred care is more likely to be delivered at higher levels where 
patients are seen privately.  
• Participants rated themselves as practicing level 3 PCC or higher, while 
‘others’ were identified as practicing at lower levels. This suggests a selfreport 
measure may not be appropriate if there is a high likelihood of unrealistic 
optimism with regard to dentists’ self-ratings.  
• The results of this study suggest that a self-reflection tool may be more 
effective than a self-assessment tool in this context.  
The findings of this chapter and those of the literature review pave the way for the 
development of a tool, based on the Scambler and Asimakopoulou (2014) 
hierarchy of PCC. The work that follows presents the development of this tool as 
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well as parallel work aimed at assessing the level of communication skills of 
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Chapter 5: Examination of Dental Students’ Assessments of 
Communication Skills Using a Medical Communication 
Competence Scale  
  
The literature review (Chapter 2) and the interviews conducted with dentists 
(Chapter 4) have demonstrated that PCC rests heavily on good communication 
skills. The qualitative analysis in Chapter 4 in particular reveals that practicing 
dentists considered people who are less experienced than themselves to perhaps 
need further support in their delivery of PCC.   
  
Based on these two sets of findings, it was decided to explore the ability to detect 
good and poor communication skills in a standard consultation among a sample 
of dentistry students, rather than practicing clinicians.  
  
Although student communication skills could have been assessed directly by e.g. 
observing them in role play, it was reasoned that their performance in such a 
situation might be confounded by the attitudes and demeanour of the different 
actors. In addition, practical constraints of assessing a large number of students 
through role plays led to considering a study where all students rated an identical 
video clip of a dental consultation. The study is discussed in detail next.  
  
This chapter presents work on dental students’ abilities to assess another 
dentist’s performance in various areas of communication.   
  
5.1 Introduction  
  
Dentistry lacks the robustness in communication studies that can be found in the 
fields of medicine and nursing (Newton and Brenneman, 1999, Nestel and 
Betson, 1999). Not many studies (Rouse and Hamilton, 1990, Rozier et al., 2011) 
have addressed communication between the patient and the dentist during a 
consultation, and even fewer have examined the different dimensions of PCC, 
such as viewing the patient holistically, adopting a more shared decision-making 
approach in dentistry than in other medical professions, such as nursing and 
medicine (Chapple et al., 2003, Johnson et al., 2006). The area of communication 
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in general needs to be studied more in dentistry, and the communication skills of 
dentists warrant more attention (Hannah et al., 2004). Patients seem to value a 
good relationship with their dentist as much as they value the more technical 
aspects of a consultation (Anderson, 2004). Furthermore, poor communication 
between the dentist and the patient might produce undesirable results, such as 
lack of trust, complaints and recurring visits (Rozier et al., 2011).   
  
As Sondell and Soderfeldt (1997) have noted, the lack of a theoretical model of 
communication may explain the lack of empirical evidence in dentistry. They have 
proposed that there is a lack of a theoretical model for communication developed 
specifically for the dental context, and most of the models included in their work 
did not cover or focus on the act of communication between the patient and the 
dentist. Rather, they engaged with other issues, such as patient attendance 
behaviour, patient satisfaction and quality of care in general. Even though their 
article was published 20 years ago, recent studies indicate that this is still a 
problem (Apelian et al., 2014, Ayn et al., 2017).  
  
It is well known that the interaction between the dentist and the patient can impact 
many outcomes, such as patient satisfaction with the dentist and the consultation 
as a whole as well as patient adherence to the dentist’s instructions and 
suggestions, which in turn can affect their condition and their overall treatment 
outcomes (Sondell and Soderfeldt, 1997, Waylen et al., 2015). It is also known 
that good communication is a foundation of PCC, with most models of PCC 
heavily stressing it (Tongue et al., 2005). For these reasons, this research started 
with an examination of the dental students’ abilities to detect features of good 
communication. It was expected that, when compared with experts, dental 
students who were asked to rate the quality of communication in a dental 
consultation would score a dentist-patient communication clip differently. This 
hypothesised difference was based on previous work that has demonstrated a 
usual difference between students’ scoring and experts’ scoring of a 
communication (Memarpour et al., 2016). This study by Memarpour et al., (2016) 
assessed the communication skills of dental students in their fifth or sixth years 
of study using a cross-sectional survey that was completed by three groups: the 
dental students (110 students), the patients (110 patients), and an observer. The 
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communication skills of the dental students were assessed at the beginning of 
the interview, during it and, finally, at its end. The study evidenced significant 
variation between scores of the three groups. Patients were found to be the group 
that gave the highest score, followed by students and, lastly, the observer. 
Although this study evaluated dental students’ communication skills rather than 
their abilities to assess the communication skills of another dentist, it used a 
similar method in that it compared the scoring of the students to that of an 
observer and found differences between the two scores. Differences between the 
scorings of experts and students can be found many in studies conducted with 
medical and nursing students as well (Gude et al., 2017, Baribeau et al., 2012).  
  
The aim of the study was to offer dental students a situation in which they could 
assess a dental consultation by another dentist by using a standard 
communication scale, and to compare their assessments with those of a panel of 
researchers. The study sought to examine whether students were in any way able 
to differentiate between aspects of the communication episode (e.g. information 
giving and information verifying) and, if so, whether their assessments of 
communication quality differed when compared to an expert panel assessment 
of the same. So, the study examined students’ performance versus experts’ 
performance in assessing communication skills, by looking at communication as 
a process of a series of communication clusters. Also, more specifically, as a set 
of distinct communication events.  The study outcomes were dental students’ 
perceptions of a dentist’s communication skills during a consultation, using a 
Medical Communication Competence Scale (MCCS) (Cegala et al., 1998) as the 
assessment method. This was an exploratory study that employed an online 
survey to collect data from participants.   
  
The research hypothesis tested here is that dental students’ ratings of a dental 
communication clip would differ significantly from ratings provided by a panel of 




 		 157 
5.2 Aim  
  
The aim of this study is to gauge dental students’ awareness of good 
communication by having them assess the communication skills of a third party  
  
5.3 Methods  
  
5.3.1 Design  
This was a cross-sectional survey study conducted at the Dental Institute, King’s 
College London.   
  
Ethics:  
Ethical approval to conduct this study was granted by King's College London, 
reference number: LRS-15/16-2826. The data collection took place between July 
18, 2016 and July 29, 2016.  
  
5.3.2 Participants  
  
The target population for this study was dental students attending the Dental  
Institute, King’s College London who were in their third, fourth or fifth year of 
study. This sample was chosen mainly because it was possible to assume that 
students in their third, fourth and fifth years would be familiar with the common 
features of a good consultation, compared to younger students, and this situates 
them well for assessing the quality of a consultation. They would already have 
seen and interacted with patients in clinics and would have studied 
communication skills for at least two years as part of the dental curriculum. As 
such, they were not expected to be totally naïve to communication issues, but 
they were also not anticipated to have the clinical experience of the dentists who 
were interviewed in the previous study and who felt that those who are less 
experienced would benefit from support in their practice of PCC. The student 
sample was also a pragmatic choice, as they were readily available and keen to 
take part in research.  
  
Student performance was set for comparison with that of an expert panel. This 
panel was comprised of three researchers: the current researcher and her two 
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supervisors. The panel was deemed an appropriate comparator, as it had 
experience in assessing dentist communication (e.g. in OSCEs), teaching 
communication (KA and SS) and attaining a deep understanding of the literature 
on the topic. However, the panel differed from the student panel in terms of age 
and the fact that the panel were not clinically trained dentists.  
 
5.3.3 Materials   
  
The scale used to examine the communication skills assessment abilities of 
dental students is the MCCS scale of Cegala et al., (1998). This survey was 
selected mainly because it focuses on the communication aspect in a medical 
consultation rather than on other aspects, such as a HCP’s technical skills or 
general interpersonal skills; these are the focus of a considerable number of 
surveys assessing consultations, such as those measuring patient satisfaction, 
or quality of life surveys.   
  
This survey categorised the communication that occurred during a consultation 
into two types: information exchange and socioemotional talk. The information 
exchange, which Cegala (1997) has called the ‘heart of the medical consultation’, 
was defined as the process of HCPs receiving information from their patients 
about their symptoms in order to assess and arrive at the diagnosis of the 
condition, and proceeding to devising a treatment plan. This also concerned the 
patient receiving information from their HCPs on their condition and the details of 
the suggested treatment. This process of information exchange was further 
divided into three main components: information seeking, information giving and 
information verifying. Information seeking covers the aspects of the consultation 
that are related to how the information was gathered. Information giving 
encompasses how both parties provided the information, such as sharing 
information on the diagnosis, treatment and symptoms. Information verifying 
items checked whether the patient and the HCP had correctly understood the 
information provided or received. These components were developed after a 
review of the literature on the medical encounter (Cegala, 1997).   
  
 		 159 
This is a self-report scale that was originally developed for use by doctors and 
patients in general practice settings (Boon and Stewart, 1998). The scale has two 
versions: one to be used by the doctor and the other to be completed by the 
patient. Each assesses perceptions of one’s own communication competence 
and the competence of the other party. Each version therefore has some items 
pertaining to the person filling the questionnaire and how well they 
communicated, while the other half of the scale includes items that assess their 
perceptions of how the other party in the consultation performed and how the 
other party communicated with them. The items in this scale are in four clusters: 
information giving, information seeking, information verifying and socioemotional 
communication. The ‘doctor version’ has 37 items in total: 24 items to assess self-
competence and the remaining 13 to assess the ‘other-competence’, which 
entails assessing the patient involvement in the consultation.  Thus, in the ‘doctor’ 
version, the doctors were asked to rate themselves in the first part and their 
patients in the second. The scale uses a seven-point Likert scale rating, with 1 as 
the lowest rating (‘strongly disagree’) and 7 as the highest rating (‘strongly 
agree’), in order to evaluate perceptions of communication skills. The higher the 
score is, the better the ratings will be for the communication skills. There is also 
the option of ‘N/A’ if the item does not apply to a particular consultation. Typical 
items under the information giving cluster asked if the doctor provided a good 
explanation to the patient in relation to ‘the diagnosis of his or her medical 
problem’. Under the information verifying cluster, items asked whether the doctor 
did a good job of ‘reviewing, or repeating, important information for the patient’. 
The information seeking cluster included items such as whether the doctor did a 
good job of ‘asking questions in a clear, understandable manner’, while the 
socioemotional cluster items included questions such as whether the doctor did 
a good job of ‘contributing to a trusting relationship’. The reliability coefficients, as 
reported in the development article (Cegala et al., 1998) for the doctor’s self-
competence part of the scale, were as follows: 0.86 for information giving; 0.75 
for information seeking; 0.78 for information verifying; and 0.90 for socioemotional 
communication. The tool in its original form appears in Appendix 4.  
  
For this study, only the 24 items grouped under ‘doctor self-competence’ were 
used, and this part of the scale was renamed ‘dentist self-competence’. The items 
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classified under ‘other-competence’, and which rated HCPs’ perceptions of 
patient communication during the consultation, were not included since this 
aspect of communication was beyond the scope of this study. For this study, 
rather than the dentist rating himself or herself through the self-competence 
scale, students rated the dentist with this scale.   
  
The initial wording of ‘doctor’ was replaced with ‘dentist’, while ‘I’ was substituted 
with the word ‘dentist’ or the appropriate pronoun, such as ‘his’ or ‘he’. For 
example, the item from the original scale that stated ‘I provided a good 
explanation of the following to the patient’ was reworded to read ‘The dentist 
provided a good explanation of the following to the patient’.   
  
Another example of a change to the items themselves was exchanging the word  
‘my’ for ‘the dentist’ or a suitable pronoun. For example, in the original scale, the 
item read ‘making sure the patient understood my explanations’, which was 
modified to read ‘making sure the patient understood his explanations’.   
The tool, as adapted for use in a dental consultation, appears in Figure 5.1.  
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Figure 5. 1: MCCS used in the survey (minor modifications include changing the ‘I’ in the 
original scale to ‘dentist’)- adopted from (Cegala, 1998) 
  
The clip that was shown to students who were asked to rate the dentist 
communication was 11 minutes and 33 seconds long and sourced from YouTube: 
https://www.youtube.com/watch?v=r1CrD096ZHM. The clip was made by the 
University of Michigan and was publicly available. It depicted a consultation 
between a patient who had dental wear and a dentist. They took part in an 
assessment consultation where no treatment was carried out. Thus, the session 
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covered a visit, which was mostly a diagnosis of the condition and discussion of 
further necessary tests, as well as possible ways to deal with this issue after 
receiving the results of the tests. This clip was selected because it was one of the 
best clips available that illustrate a dental consultation in terms of content and 
brevity. The voice and visuals were rated very good by the expert panel, and the 
length was deemed acceptable – not so short that it did not cover the different 
aspects of an average consultation, but not so long that it might make it difficult 
to recruit participants. Also, if it had been longer than an average consultation, it 
might not have been representative of the typical consultation that dental students 
are likely to encounter, and would most likely be an ideal version of a consultation. 
The clip was developed using U.S. rather than UK actors.    
  
5.3.4 Procedure:  
  
A global email was sent to undergraduate dentistry students in the Dental 
Institute. The email invited students in their third, fourth and fifth year of study to 
take part in the survey. It included a brief description of the study and the incentive 
for participation, a £10 Amazon voucher to be emailed after the data collection 
(Edwards et al., 2009b). Students interested in taking part were asked to email 
the researcher for further information and to receive the link to the survey. When 
a student emailed to express interest in participating, the researcher sent a reply 
email with the information sheet attached (included in the Appendix 5) and a link 
to the survey. A reminder email was sent one week after the first email to all 
undergraduate students to alert them to the deadline date, after which no further 
submissions would be accepted.   
  
The survey was developed and distributed using Qualtrics software. In the survey, 
the students had to watch the clip described above. In order to ensure that 
students did in fact watch the clip before rating it, three questions related to clip 
content had to be answered correctly before they could proceed to the next 
screen. This ensured that there was little chance for random responses to the 
questions that assessed students’ ratings of communication. After watching the 
clip, the students were asked to rate the dentist’s performance in communicating 
with the patient by using the MCCS ‘doctor self-competence scale’. Sixty-four 
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students completed the questionnaire. After responses were collected, a 
screening process was carried out to exclude any responses that did not satisfy 
the following criterion: the questionnaire should have been completed in at least 
11 minutes 33 seconds, which is the length of the clip, to ensure that students 
actually watched the clip and did not randomly answer the filter questions. After 
this screening process, a total of 56 completed questionnaires were eligible for 
inclusion, leading to a valid response rate of 11.99% out of all undergraduate 
students in their third, fourth, or fifth year of dental school.  
  
As a comparison, the panel of three researchers (SAR, SS, KA) with experience 
in communication and PCC watched and rated the same clip independently. Their 
ratings formed the comparative standard against which students’ scores were 
evaluated.   
  
5.3.5 Statistical analysis  
  
After entering and filtering the Likert scale data, which was treated as continuous 
data as is common in the field (Rhemtulla et al., 2012), SPSS was used to 
calculate descriptive statistics and generate graphs for each item on the scale. In 
addition, SPSS was employed to compare the means of the student sample with 
the researchers’ ratings of the consultation through a single sample t-test. The 
single sample t-test was appropriate since the researchers’ mean here was 
treated as a gold standard for comparison with the student sample performance. 
In line with single sample t-test rationale, the test assessed whether the student 
sample was drawn from the same population as that of the researchers’ (null 
hypothesis) or whether the student sample performance yielded a different group 
of respondents (experimental hypothesis).   
  
Finally, overall performance by cluster of communication (information giving, 
information verifying, information seeking and socioemotional communication) 
rather than by individual item was also assessed in order to examine student 
performance in general in addition to the by-item analysis reported earlier.  
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5.4 Results  
  
In this section, the first part presents reliability statistics for the scale and the 
second part features descriptive statistics (the scoring of each item in the MCCS 
by students and by researchers). The descriptive scoring of the four clusters of 
the measure by students and by researchers is subsequently presented.   
  
The total number of students in their third, fourth or fifth year at the Dental Institute 
is 467, 64 of whom responded to the invitation and completed the questionnaire. 
Thus, the response rate was 11.99%. This is a low response rate, but this was 
expected since it was an online survey (Couper, 2000, Crawford et al., 2001).  
  
1. Reliability statistics for the measure   
Data from the students were analysed to establish the measure’s internal 
consistency using Cronbach’s alpha.   
  
In this study, the Cronbach’s alpha for the scale overall was excellent at 0.889. 
For the information giving cluster (items 1-9) it was .711, which is very good. For 
the information verifying cluster (items 10-13), the Cronbach’s alpha=.860, which 
is excellent. For the information seeking cluster (items 14-17), the reliability was 
poor, with Cronbach’s alpha= .454. For the final cluster, socioemotional 
communication (items 18-24), the reliability was excellent, with the Cronbach’s 
alpha= .892.   
  
2. Descriptive and inferential statistics for the measure, by item  
The following table displays the scoring of each item in the MCCS by the three 
researchers. The scoring is made on a seven-point Likert scale, with 7 being the 
highest score and signifying excellent communication. Mean and standard 
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Table 5. 1: MCCS raw mean (and SD) scores by the researchers’ panel 
  



















The dentist provided good explanations of the following to the patient: 
The diagnosis of his or her medical 
problem 
 
2 2 5 3 1.73 
The causes of his or her medical 
problem 
 
5 5 5 5 0 
The treatment for his or her 
medical problem 
 
3 3 3 3 0 
The advantages and 
disadvantages of treatment 
options 
2 2 2 2 0 
The purpose of any tests that were 
needed 
3 3 5 3.67 1.15 
How prescribed medications will 
help his or her problem 
4/ 
NA 
n/a n/a n/a 0 




n/a n/a n/a 0 





n/a n/a n/a 0 
The long-term consequences of his 
or her medical problem 
 
2 2 5 3 1.73 
The dentist did a good job of:  
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Reviewing, or repeating, important 
information for the patient 
2 3 5 3.3 1.53 
Making sure the patient 
understood his explanations 
3 3 3 3 0 
Making sure the patient 
understood his directions  
 
3 2 3 2.67 .58 
Checking his understanding of the 
information the patient provided 
3 3 5 3.67 1.15 
Encouraging the patient to ask 
questions 
 
2 4 5 3.67 1.53 
Asking the patient the right 
questions 
 
5 5 6 5.3 .58 
Asking questions in a clear, 
understandable manner 
5 5 6 5.3 .58 
Using open-ended questions 
 
3 3 5 3.6 1.15 
Using language the patient could 
understand 
 
2 1 3 2 1 
Being warm and friendly 
 
2 3 5 3.3 1.53 
Contributing to a trusting 
relationship 
 
5 4 5 4.67 .58 
Showing the patient I cared about 
him or her 
 
2 2 5 3 1.73 
Making the patient feel relaxed or 
comfortable 
 
2 2 3 2.3 .58 
Showing compassion  2 3 3 2.67 .58 
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Being open and honest  
 




It would appear that Raters 1 and 2 were relatively consistent in their ratings 
across the clip, while Rater 3 was sometimes more generous in the ratings. 
Looking at the scores, it would appear that the researchers rated the performance 
as high in some areas, such as providing a good explanation of ‘The causes of 
his or her medical problem’ to the patient, which all three researchers rated as 5 
(‘slightly agree’). They also gave the dentist high ratings in ‘Asking the patient the 
right questions’, ‘Asking questions in a clear, understandable manner’, 
‘Contributing to a trusting relationship’ and ‘Being open and honest’. They gave 
the dentist a below-average rating in every other item, except for when the third 
researcher assigned a 5 in the following items: providing a good explanation of 
‘The diagnosis of his or her medical problem’ and  ‘The long-term consequences 
of his or her medical problem’ to the patient; ‘Reviewing, or repeating, important 
information for the patient’; ‘Checking his understanding of information the patient 
provided’; ‘Using open-ended questions’; ‘Being warm and friendly’; and ‘Showing 
the patient he cared about him or her’. She also gave him a 5 in ‘Encouraging the 
patient to ask questions’ but, in this item, the second researcher also gave him a 
4 (‘not sure’), while the first researcher gave him the low score of 2, which means 
‘disagree’.   
  
The researchers’ mean rating for each item was then compared with the student 
sample’s mean rating for each of the clip items by using a single sample t-test. A 
conservative alpha level () of 0.01 was used for all 2-tailed comparisons to 
guard against Type 1 error. These data (Mean, SD and p. value) appear in the 
following histograms and narratives.  
  
Below are graphs that visually depict the distribution of scores for each item; score 
0 here represents N/A, 7 is strongly agree and 1 strongly disagree.   
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Figure 5.2. 1: Item 1: The dentist provided a good explanation of the following to the 
patient: ‘The diagnosis of his or her medical problem’.  
 
As can be seen from the graph, most students gave the dentist a high rating for 
this item. While comparing the students’ mean of 5.66 (SD=1.18) with the 
researchers’ mean of 3 (SD=1.73) shows a difference in opinions, there was not 
much variation between the students themselves, most of whom gave it a score of 
5, 6 or 7. The difference between the students’ and researchers’ scores is 
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The next graph shows the scoring of the second item in the scale by students; 
this item is classified under the information-giving cluster.  
  
  
Figure 5.2. 2: Item 2: The dentist provided a good explanation of the following to the 
patient: ‘The causes of his or her medical problem’.  
 
This item was scored highly by the students (M=5.91, SD=1.27), which made it 
one of the highest scored items in the scale. Most of the students scored it 6 or 7 
with some scoring it 5, and very few students gave a score of 4 or 2. The 
researchers gave it (M=5, SD=0), which is also a high score. Nevertheless, the 
difference between the students’ and researcher mean scores for this item is also 
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The following graph shows how students scored the third item, illustrating which 




Figure 5.2. 3: Item 3: The dentist provided a good explanation of the following to the 
patient: ‘The treatment for his or her medical problem’. 
  
The students’ mean score for this item is (M=5.59, SD=1.23). This is a high score 
and, as can be seen from the graph, a large number of students rated it 6, and 
an identical number of students gave it a score of either 5 or 7. The researchers 
gave this item a 3 with no variance between the three of them, suggesting there 
was a difference in opinion between the students and the researchers on how 
well the dentist performed in relation to this particular item; this held true when 
calculating the p value, which showed there is a significant difference, 
[t(55)=15.72, p<.001] for this item.   
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The next graph shows the distribution of the scores for the fourth item on the 
scale, which is grouped under the information-giving cluster.   
  
Figure 5.2. 4: Item 4: The dentist provided a good explanation of the following to the 
patient: ‘The advantages and disadvantages of treatment options’. 
  
As can be seen from the graph, this item shows variation in the scoring among 
the students themselves; its average score was 3.52. There is no variation among 
the researcher (SD=0), who scored it low (M=2). None of the students scored it 
7, which is the highest score, and a few gave it 2, the same score as the 
researchers. The t-test showed there was a significant difference between 
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The next graph shows the distribution of the students’ scores for the fifth item on 
the scale, which has been classified under the information-giving cluster   
  
  
Figure 5.2. 5: Item 5: The dentist provided a good explanation of the following to the 
patient: ‘The purpose of any tests that were needed’. 
  
This item received (M=5.5, SD=1.55) from students and (M=3.67, SD=1.15) as a 
mean score from researchers. Students generally scored this item towards the 
higher end, meaning they thought the dentist did well in explaining ‘the purpose 
of any tests that were needed’. The two senior researchers scored it 3, while the 
junior researcher scored it 5.  The difference between the students and 
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This graph shows how students scored the sixth item on the scale.   
  
  
Figure 5.2. 6: Item 6: The dentist provided a good explanation of the following to the 
patient: ‘How prescribed medications will help his or her problem’. 
  
There was a wide variation in students’ answers to this question (M=2.16, 
SD=1.97); the consultation clip did not include any talk about prescribed 
medications and that might be the reason for this variation. As can be seen, 0, 
which is the equivalent score for N/A, was selected by a considerable number of 
students, thus giving it scores towards the lower end, and very few gave it 5. The 
researchers scored it as N/A. The difference between the students’ mean and the 
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The following graph shows the scoring of the seventh item on the scale, which 




Figure 5.2. 7: Item 7: The dentist provided a good explanation of the following to the 
patient: ‘How to take prescribed medication’.  
  
This item is similar to the previous one, in that the issue of prescribed medication 
was not discussed in this particular consultation. More students seem to have 
given it an N/A than they gave the previous item, and no students gave it a score 
higher than 4, resulting in 1.23 as the mean (SD=1.27). Researchers rated this 
item as N/A (SD=0). The p value for the difference of opinions between 
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The next graph shows the distribution of the students’ scores for the eighth item 
in the MCCS.   
  
  
Figure 5.2. 8: Item 8: The dentist provided a good explanation of the following to the 
patient: ‘The possible side effects of the medication’. 
  
As with the previous two items, this one was not discussed and, therefore, most 
of the students either scored it N/A or gave it a low score (M=1.32, SD=1.44). 
Researchers also scored it N/A (SD=0). The difference between the two means 
is still significant for this item though [t(55)=6.86, p<.001].  
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The following graph shows how students scored the last item in the information-
giving cluster.  
  
  
Figure 5.2. 9: Item 9: The dentist provided a good explanation of the following to the 
patient: ‘The long-term consequences of his or her medical problem’. 
  
This item showed some variation: students seemed divided, with some giving this 
item a low score, either 2 or 3, while others gave it 5 or 6 and a few gave it 7 an1. 
The students’ mean for this item is 4.34 (SD=1.68) and the researcher scored it 
(M=3, SD=1.73); the two senior researchers gave it 2 while the junior researcher 
gave it 5. The difference between the students’ mean and the researchers’ mean 
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The next graph shows the students’ scores for item 10.    
  
Figure 5.2. 10: Item 10: The dentist did a good job of: ‘Reviewing, or repeating, important 
information for the patient’. 
  
Item 10 has a (M=5.23, SD=1.53) from students, with the majority of them 
giving it a 6, which is the equivalent to ‘agree’ but, interestingly, a number of 
students gave it 3, which is similar to the mean score given by the researchers 
(M=3.3,  
SD=1.53). Nonetheless, the difference between the students’ scores and 
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The following graph shows the scores for the 11th item in the MCCS, which has 
been classed under the information-verifying cluster.   
  
Figure 5.2. 11: Item 11: The dentist did a good job of: ‘Making sure the patient understood 
his explanations’. 
  
This item was given a mean score of 4.89 (SD=1.76) by students and (M=3, SD=0) 
by the researchers. Even though most of the students gave it a high score, some 
of them scored it low, at 2 and 3. The student-researcher difference is significant 
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This graph shows students’ scores for the 12th item in the MCCS.   
  
  
Figure 5.2. 12: Item 12: The dentist did a good job of: ‘Making sure the patient understood 
his directions’.   
  
This item seems to be scored differently by different students; some of them gave 
it a low or ‘not sure’ score while others gave it a high score. The mean for this item 
is 4.43 (SD=1.75) as rated by students, and 2.67 (SD=.58) by researchers, showing 
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The next graph shows students’ scores for the 13th item in the MCCS; this item is 
classified under the information-verifying cluster   
  
  
Figure 5.2. 13: Item 13: The dentist did a good job of: ‘Checking his understanding of 
information the patient provided’. 
  
This item has an average score of 4.63 (SD=1.81) from students and (M=3.67, 
SD=1.15) from researchers, with a difference of nearly one point between the 
two scores. Most students scored it at the higher end, but a considerable number 
scored it at the lower end, below 4. The difference between the students’ and 
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The following graph shows the scores for the 14th item on the scale and the first 
item in the information-seeking cluster.   
  
  
Figure 5.2. 14: Item 14: The dentist did a good job of: ‘Encouraging the patient to ask 
questions’.  
  
This item was given a favourable score by students in general, with a considerable 
number of them giving it the highest score, namely 7, while a few gave it a low 
score of 2 or 3. The mean of this item as scored by students is 5.5 (SD=1.84) and, 
as scored by researchers, (M=3.67, SD=1.53), showing a difference between the 
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The following graph shows students’ scores for the 15th item on the scale.  
  
  
Figure 5.2. 15: Item 15: The dentist did a good job of: ‘Asking the patient the right 
questions’.  
  
This item got a high score in general, the students’ average score for this item 
being (M=5.696, SD=1.28) and the researchers’ average score being (M=5.3, 
SD=.58). With a few exceptions, the students rated this item towards the higher 
end of the scale, with the score of 6 being the most commonly selected. The P 
value for this item was t(55)=2.32, p=.024, indicating a non-significant difference 
between the researchers and students.   
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The following graph shows students’ scores for the 16th item on the scale.  
  
  
Figure 5.2. 16: Item 16: The dentist did a good job of: ‘Asking questions in a clear, 
understandable manner’. 
  
This item has the highest mean score; researchers gave it a high score as well 
(M=5.3, SD=.58). Most of the students scored it 6, which is its mean score, and 
a very few students gave it 2 or 3 (M=6, SD=1.03). The difference between the 
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The following graph shows the scores for the 17th item in the MCCS, which is the 
last item in the information-seeking cluster   
  
  
Figure 5.2. 17: Item 17: The dentist did a good job of: ‘Using open-ended questions’. 
  
This item has a mean score of 5.59 (SD=1.44) from students and (M=3.6, 
SD=1.15) from researchers, with the two senior researchers scoring it 3 and the 
junior researcher scoring it 5. The majority of the students scored it 6, with some 
of them giving it the perfect score of 7 and a very few giving it a low score of 2 or 
3. There is a significant difference between the mean score of the researchers 









The next graph shows students’ scores for the 18th item on the scale. This item is 
the first item in the socioemotional communication cluster   
  
  
Figure 5.2. 18: : Item 18: The dentist did a good job of: ‘Using language the patient could 
understand’.  
  
This item has a mean score of 4.63 (SD=1.57) from students, with most of them 
giving it a score higher than 4, as can be seen from the graph. Nonetheless, a 
considerable number of students gave it a score lower than 4. The researchers 
gave this item a 2 as a mean score (SD=1), which was significantly different from 









The following graph presents the scores of the 19th item in the MCCS, the second 
item in the socioemotional communication cluster   
  
  
Figure 5.2. 19: Item 19: The dentist did a good job of: ‘Being warm and friendly’. 
  
This item, concerning the friendliness of the dentist, was scored (M=5.38, 
SD=1.3) by students and (M=3.3, SD=1.53) by researchers. Most of the students, 
as can be seen, scored it 5 or 6, a few 4 or lower and some, 7. There was a 
considerable difference between the students’ score and the researchers’ score 










 The next graph shows students’ scores for the 20th item on the scale.   
  
  
Figure 5.2. 20: Item 20: The dentist did a good job of: ‘Contributing to a trusting 
relationship’.  
  
The students gave this item (M=5.62, SD=1.17), with most of them scoring it 6 
and, to a lower degree, 5. The researchers gave it a score of (M=4.67, SD=.58). 
With the exception of a few students, most seemed to think the dentist did well in  
‘contributing to a trusting relationship’.  The difference between the students’ and 
the researchers’ means was significant for this item; [t(55)=6.12, p<.001].   
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The following graph shows the students’ scores for the 21st item on the scale.   
  
  
Figure 5.2. 21: Item 21: The dentist did a good job of: ‘Showing the patient he cared about 
him or her’.  
  
The students scored this item (M=5.2, SD=1.38), with most of them giving it a 
score of 5 or 6 although there were a few exceptions. Researchers gave this item 
(M=3, SD=1.73). There is a difference between these two scores and how they 
both rate the dentist doing a good job of ‘showing the patient he cared about him 
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This graph shows the scores for the 22nd item in the MCCS, which has been 
classified under the socioemotional communication cluster   
  
  
Figure 5.2. 22: : Item 22: The dentist did a good job of: ‘Making the patient feel relaxed or 
comfortable’.  
  
The students, in general, gave this item a high score, with a number of students 
giving it 4 (‘not sure’) and a few rating it 3. The mean score from the students for 
this item is 4.98 (SD=1.34) while that from the researchers is 2.3 (SD=.58), a 
significant difference. It should be noted that, as stated earlier, not all students 
thought the dentist did a good job; some of them were ‘not sure’ how to rate his 
performance in relation to this item. The t-test showed that there is a significant 
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The next graph presents the students’ scores for the 23rd item in the scale; this 
item has been classified under the socioemotional communication cluster   
  
  
Figure 5.2. 23: Item 23: The dentist did a good job of: ‘Showing compassion’.   
  
There is some variation in the scoring of this item by students. Three, which is  
‘slightly disagree’, was the most selected score. The mean for this item is 4.32 
(SD=1.66) from students, with a number of them giving this item a low score and 
others giving it a high score. The researchers’ mean score is 2.67 (SD=.58), 
which is towards the lower end of the scale. There was a significant difference in 
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The following graph shows students’ scores for the final item on the scale, which 
has been classified under the socioemotional communication cluster   
  
  
Figure 5.2. 24: Item 24: The dentist did a good job of: ‘Being open and honest’.    
  
The majority of the students scored this item 6 (M=5.5, SD=1.14) which is very 
similar to the researchers’ mean of 5.3 (SD=.58). There were no significant 
differences between the two scores; [t(55)=1.31, p=.196].  
  
In general, the students gave the dentist communication a high rating. The 
highest scoring item was the item ‘Asking questions in a clear, understandable 
manner’, which received 6 as a mean. The lowest scored item was ‘How to take 
prescribed medication’, which got 1.23 as an average score. For all the items in 
the scale, with the exception of one, the difference between the dental students’ 
scores and the researchers’ scores was significant.   
In addition to calculating the mean for each item, the researcher calculated it for 
each cluster, these being the four clusters discussed at the beginning of this 
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study: ‘information giving’, ‘information verifying’, information seeking’ and 
‘socioemotional communication’.   
  
The following table displays the mean (SD) score for each of the main four 
clusters from researchers and students.   
 
Table 5. 2: Mean and SD for the four clusters   
Cluster  Students’  Mean  
Score (and SD)  
Researchers’  
Mean score (and  
SD)  
Information giving (items 1 to 9)  3.91 (.81)  2.19 (.51)  
Information verifying (items 10 to  
13)  
4.79 (1.44)  3.16 (.72)  
Information seeking (items 14 to  
17)  
5.71 (.88)  4.45 (.90)  
Socioemotional  communication  
(items 18 to 24)  
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Figure 5 2: Clusters’ means for the researchers and students 
   
As is apparent from this table and the figure, students gave the highest rating 
(5.71) to the third cluster, information seeking. These items focus on the way the 
dentist encourages the patient to ask questions and the way the dentist asks 
questions to the patient. The lowest score was given to the first cluster, 
information giving, which covers how the dentist communicates the diagnosis, 
treatment and any necessary tests to the patient. This low rating in this case could 
be attributed to the low rating given to items concerning prescribed medications, 
as these were not relevant. Although there is a significant difference between 
students’ scores and researchers’ scores, they are similar in that the rankings are 
the same when ranking the clusters from that with the highest score to that with 
the lowest, namely information seeking, socioemotional communication, 
information verifying and, finally, information giving with the lowest score. This 
could imply that even though students tended to assign a higher score and were 
more generous in their scoring, they seemed able to make a certain level of 
differentiation between areas in which the dentist performed well and areas in 
which he or she did not.   
  
5.5 Discussion  
  
This section starts with a discussion of the differences and similarities between 
students’ scoring and the ‘gold standard’ panel score for the individual items. 
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scores and the researchers’ score in relation to the four clusters. Moreover, a 
comparison with the literature is made to identify how the present results match, 
contribute to and differ from other studies.   
  
Before discussing the results in detail, it should be noted that one cluster, the 
information seeking cluster, had poor reliability, with a Cronbach’s alpha= .454. 
Deleting the items under this cluster was initially considered, but it was later 
decided that they would remain. In view of this, the results should be interpreted 
with caution. This low reliability in this sample was in contrast with the good 
reliability of all four clusters in the validation of the MCCS by the researchers who 
developed it (Cegala et al., 1998). This could possibly be a result of the difference 
in population and setting, which reinforces the hypothesis that measures 
developed for medicine might not be readily and uniformly applicable to a direct 
transfer into the dental setting (Lee et al., 2007).  
  
First, regarding the individual items, dental students gave the dentist a 
significantly higher score than the researchers did across all but two MCCS item. 
Students seemed inclined towards giving the dentist a higher score than was 
merited based on his performance, according to the researchers’ ratings. So, the 
students’ scores give the impression that the clip depicted a dentist who was quite 
skilled at communication skills in general, with just a few areas that needed 
improvement. The data suggest that the researchers and students had rather 
different perceptions of the quality of the communication in the clip. The following 
section attempts to explain these differences in greater detail.  
  
Although there is a significant difference between the scoring of students and that 
of the researchers, this gap was more obvious in certain items. Most of these 
items concerned how the dentist explained and communicated the condition and 
the proposed treatment to the patient. These differences could mean that dental 
students had some difficulty with differentiating between language that the patient 
could easily understand and comprehend and that which he or she might find 
confusing. This issue was made more obvious by the scoring of the item ‘Using 
language the patient could understand’. This could reveal why there is such 
variation between the students’ scoring and that of the researchers. It is possible 
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that the students found it challenging to assess what type of language the 
‘patients’ could understand, whereas as the researchers came from different 
specialties and were not dentists so they could possibly be more representative 
of the average patient, and therefore more likely to observe and assess the 
consultation from a patient perspective rather than a dentist perspective. In 
contrast, dental students – especially those who took part, i.e. students in their 
third, fourth or fifth year of study - were more likely to represent the dentist, and 
therefore might not feel the same way as a layperson would, as they are already 
familiar with the terms and language in the field of dentistry. As number of studies 
have indicated, to include the interviews reported in Chapter 4, one of the 
common barriers to communication between patient and dentist from both the 
patient and dentist perspectives was the use of technical terms when 
communicating (Raja et al., 2015, Horowitz and Kleinman, 2008). This issue 
could imply that dental students training in communication skills might need to 
focus more on teaching these particular aspects of communication (Bachmann et 
al., 2013).  
  
To illustrate the point of how dental students seemed to score the consultation 
further, the item ‘Making sure the patient understood the dentist’s directions’ did 
not receive a high score from the students. There was some variation in the 
scoring from the students themselves, and the researchers scored it much lower. 
This demonstrates that despite not really agreeing that the dentist ensured the 
patient understood his directions, the students still awarded an average score 
that is on the higher end of the scoring spectrum. This trend was visible in the 
scoring of other items, and examination of these items reveals that most of them 
generally concern how the dentist explained the situation to the patient and how 
clear and understandable this explanation was. Students seemed to feel the level 
of explanation that was provided and the language that was used by the dentist 
in the clip were sufficient and acceptable, and that they could be easily 
understood by the patient. A number of studies recognise this issue and 
emphasise the importance of avoiding the use of technical language when 
communicating with the patient (Theaker et al., 2000, Graham and Brookey, 
2008). In addition, further examination of the data indicates there is a difference 
not only in the scoring of the items categorised under ‘information exchange’ but 
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also in the scoring of the items under the ‘socioemotional talk’. The significant 
differences found in the ‘socioemotional talk’ cluster, with its focus on empathy 
and other similar items, could signify that dental students need to be taught these, 
which are often perceived as ‘soft skills’. Some studies have started exploring the 
effectiveness of courses designed to help students improve in this area of 
communication (Hannah et al., 2004, Yoshida et al., 2002, Hottel and Hardigan, 
2005). This was based on other studies that have reported that dental students 
and dentists seem to have issues with being empathic and more in tune with the 
patient (Sherman and Cramer, 2005, Raja et al., 2015).   
  
On the other hand, even though every item with the exception of two (‘Being open 
and honest’ and ‘Asking patient the right questions’) exhibited a significant 
difference between the researchers’ scores and the students’ scores, a 
considerable number of students assigned some of the items a score that was 
similar to that of the researchers. This indicates that some students did seem able 
to detect certain areas in which the dentist did not perform perfectly; for example, 
in ‘The advantages and disadvantages of treatment options’ item, the students’ 
mean score was 3.52, but it is clear from the graph that a large number of students 
scored it 2, as did the researchers. This could mean that students differed in their 
abilities to accurately assess some aspects of the consultation.  
Other items were given a high score by both the researchers and the students, 
though significant differences still existed. Generally speaking, the gaps between 
the students’ scores and the researchers’ scores were smaller for items that were 
awarded a high score by the researchers. This was the case as students seemed 
to give the dentist a high score for most of the items, and their scores were 
therefore most likely to be similar to the researchers’ scores for items that were 
assigned a high score by the researchers.   
  
It was not clear if this difference in scoring by dental students and researchers 
was due to this assessment being done by dental students as opposed to 
practising dentists, who would have had some years of practice and experience 
and might therefore be more efficient in communicating with patients as well as 
more likely to detect the areas in need of improvement. As the sample in this 
study consisted of dental students from three different years, this issue could be 
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considered as a possible explanation for the differences between the two 
samples. These differences could also have occurred because dentists in 
general, as a number of studies have noted, may not possess a sufficiently high 
level of communication skills, especially skills needed to carry out a 
patientcentred consultation (Nestel and Betson, 1999, Choi et al., 2008), and 
communication skills could possibly decline during medical studies (Rider et al., 
2006).  
  
When viewing the cluster data analyses, there are apparent differences in the 
scoring by the researchers, which was treated here as a single value, and that of 
the students. It should be noted that the four clusters indicate a similarity in the 
ranked scores. When ranking the various clusters from the highest-scoring cluster 
to the lowest-scoring clusters, both students’ scores and researchers’ scores 
ranked the same. The only difference was that the students tended to give a 
higher score than the researchers. This illustrates that students were able to 
differentiate between the clusters in which the dentist succeeded and those in 
which he did not perform well. The implication of this finding is that the student 
sample and the researcher sample tended to view the consultation in broadly 
similar ways, with information seeking being rated as best in the clip and the 
lowest scoring cluster being information giving. This finding is suggestive of the 
fact that students are not too different from a panel of people trained in 
communication in terms of ability to distinguish between communication 
processes, although the quality of those communication processes was judged 
more favourably by the students than by the panel.  
Many studies have suggested the need for increased and continuous training in 
communication skills for dental students and medical undergraduate students in 
general (Sherman and Cramer, 2005, Maguire and Pitceathly, 2002). This study 
reveals that dental students possess good skills to assess certain areas of 
communication, such as diagnosing the patient, describing the treatment and 
similar items, but that they might have some difficulties with correctly assessing 
other areas, such as showing compassion and detailing treatment options. The 
results of this study could help tailor communication courses to the needs of 
dental students by focusing on areas that they did not assess well. It can also 
assist with developing future measures that rely on an assessment of 
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communication by replacing questions that are somewhat subjective, such as 
‘showing compassion’, with others that are more measurable and easier to 
assess, such as ‘I gave the patient my email to contact me if they had any 
question or wanted some assurance’.   
  
Another possible solution to this issue would be to attach a guide to the 
questionnaire that includes a definition of any concept that people might struggle 
to define on their own as well as a list of activities that need to be carried out to 
satisfy the criteria. This problem of people defining concepts based on their own 
ideas or experiences was found in the first study in which dentists largely equated 
PCC behaviour with being compassionate, even though it might be larger than 
this.   
  
There are many positive points of the MCCS survey. It covered a number of 
communication areas, as stated previously, which was not the case for some 
other measures that focus on one aspect of communication, such as a doctor’s 
interpersonal skills (Burchard and Rowland-Morin, 1990), or which focus on other 
areas outside communication, including orgnalisational issues such as access to 
care or the co-ordination of the care provided (Robinson et al., 2016). Using the  
same clip allowed for comparisons between students’ and researchers’ 
assessments. Various studies have used a staged clinical encounter in which 
patients are actors, rather than a ‘real’ one (Chan et al., 2010, Jewitt, 2012). This 
medical scenario has its own advantages; it eliminates the need to account for 
the variation that occurs due to differences between patients and their individual 
conditions as well as the differences in dentists’ performances through separate 
visits with multiple types of patients.   
  
In conclusion, this study has shed some light on students’ abilities to accurately 
assess a consultation and the areas they need help assessing as well as areas 
they were able to assess easily and correctly. Although dental students 
evidenced a similar ability as experienced researchers to identify areas in which 
the dentist performed well, significant differences between dental students’ and 
researchers’ perceptions of the dentist’s communication skills suggest that, from 
a quality point of view, students saw a better consultation than that observed by 
 		 199	 
the expert panel. Thus, while the basics of good communication were acceptable 
in the student sample, a tool to enhance their awareness of good communication, 
and eventually PCC, might be helpful.   
  
This study has some limitations. First, data were treated as continuous even 
though they were obtained through a Likert scale. There has been debate over 
the ideal treatment of such data (Norman, 2010), and as with any statistical 
argument, there are advantages and disadvantages with the choice made.   
  
Second, the ratings by the researchers were determined by two senior 
researchers and one PhD student, none of whom was a dentist or an expert in 
communication coding. However, all had experience in communication, and the 
two senior researchers were involved in teaching communication skills to 
undergraduate and postgraduate students at King’s College. The junior 
researcher’s scoring of some of the items was more similar to the scoring of the 
students than to that of the senior researchers. One explanation for this is that 
the level of subjectivity is especially high, although this is to be expected given 
the topic of study. Senior researchers’ low scores could possibly be a result of 
their involvement in communication research, which may influence them to rate 
the dentist against an ideal style of communication that would result in the low 
scoring of the dentist.   
  
Third, this measurement tool has been developed and validated for medicine, and 
particularly for general practice settings. It was used here in a revised form for 
dentists, with questionable reliability for one cluster of items. This might be a 
reason for some variation in the ratings of some of the items; terms and phrases 
that might be commonly used in medicine are different from those used in 
dentistry.   
  
Finally, the study had a low response rate (11.99%). Although similar studies 
have reported comparable sample sizes, which would suggest that the final 
sample size of this study was acceptable (Hannah et al., 2004), the data obtained 
are only representative of a small subsection of the students training at KCL and 
might therefore be unrepresentative of the wider population.    
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5.6 Conclusion  
  
In conclusion, this is the first study that uses MCCS to assess dental students’ 
perceptions of the communication between a dentist and a patient. A number of 
studies have used this survey to assess patients’ perception of their own 
communication in a consultation and their perceptions of their doctors as well 
(Brédart et al., 2015, Trudel et al., 2014). However, this survey tool has not been 
applied in dental settings before and, as such, all the findings reported herein are 
novel. This survey covers four areas of communication, which refer to those types 
of communication that usually occur in a consultation: information giving, 
information verifying, information seeking and socioemotional communication.   
  
This study illustrates that dental students may need further support in ‘detecting’ 
good quality communication in others, but overall they are able to broadly assess 
general communication domains. On the basis of these findings, it was decided 
that they would be an acceptable sample to use in validating a newly developed  
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Chapter 6: Development and Validation of a Self-Reflection Tool 
for Dentists  
  
6.1 Introduction  
  
So far, the thesis has critically evaluated a body of literature aimed at 
demonstrating the usefulness (or lack thereof) of PCC as an approach in 
healthcare settings, particularly dental settings. It has argued that developing a 
PCC self-reflection tool for dentists could help them become more patient-centred 
by encouraging them to think actively of the concept and the way they practice. 
The first empirical chapter built on this literature, seeking to better understand the 
topic by considering the views of dentists who in theory worked within a PCC 
environment and were exposed to a practical model of PCC that built on 
information and choice. This work demonstrated that i) there is a lack of 
understanding of the concept of PCC, as dentists who were interviewed mostly 
thought they already practiced in a PCC way; ii) dentists are unrealistically 
optimistic in assessing their own skills in practicing PCC while at the same time 
thinking that other dentists, particularly those who are younger and dental 
students, might need help and would benefit from a PCC tool; and iii) that dental 
students are broadly aware of the function of good communication, but might 
need assistance with assessing the quality of such communication.   
  
Together, these findings indicate the way to develop a tool to help support 
dentists’ efforts to practice in PCC ways. This tool, like others, must be linked to 
a theoretical model. The tool also needs to raise awareness of PCC rather than 
measure PCC, given the lack of understanding of the concept. Finally, the tool 
needs to be brief and practical.   
This chapter reports on the development of a tool that aims to support the practice 
of PCC, using the Scambler and Asimakopoulou (2014) hierarchy of PCC as the 
theoretical framework. In doing so, the tool was informed by the findings of the 
qualitative interviews conducted with dentists as presented in Chapter 4.   
  
This chapter details the development of this PCC tool. The first part of the chapter 
describes the drafting of the new tool and how both the Scambler and  
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Asimakopoulou (2014) hierarchy and the interview data have informed this 
process. The second part describes the initial validation of the developed tool by 
assessing content validity, test-retest reliability and finally criterion validity.  
  
6.2 Aim  
  
The aim of this study is to develop and validate a PCC self-reflection tool that 
dentists can use to be more self-aware of how much choice and information they 
give to their patients.  
  
6.3 Methods of tool development—overview   
  
One of the main purposes of any developed instrument is to operationalise and 
measure a theoretical concept or phenomenon (DeVellis, 2016). DeVellis’s 
guidelines on scale development were used as a guide throughout the process 
of developing the tool. Thus far, this thesis has argued for the importance of 
adopting a patient-centred approach in a consultation and has noted the lack of 
a practical guide in dentistry; the next logical step is to outline ways to adopt the 
concept in practice.  
   
In taking a theoretical approach towards PCC and attempting to apply it in 
practice, the first step was to operationalise the concept. This step was achieved 
with Scambler and Asimakopoulou’s (2014) hierarchy of PCC. The next step 
involved converting this hierarchy into a tool that dentists can easily use as part 
of their daily routine. To achieve this objective, dentists who would be in the target 
audience for the tool were interviewed and asked to comment on a) the PCC 
hierarchy, b) whether it could be used in a dental setting and c) how it could be 
used in a dental setting.   
  
Based on these interviews, items for the prospective PCC tool were generated. 
After finalising the first draft, the items were presented to students who were all 
qualified dentists and studying for a master’s degree in dental public health 
(DPH). They were prompted to comment on the clarity of the items and on 
whether they were straightforward and easy to answer. Based on this feedback, 
a number of minor modifications were made on some of the wording of the items.   
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Finally, the revised developed tool was sent to 10 dentists who had been 
previously involved in the interviews about the PCC hierarchy in order to assess 
the content validity of the tool. These steps are discussed in greater detail later 
in this chapter.   
Figure 1 illustrates the stages of the tool development, with the first column 
presenting the step and the parallel column specifying what the step entailed.  
  





Figure 6. 1: Steps for developing the PCC tool (based on DeVelli’s guidelines (2016)) 
  
6.3.2 Main purpose of the developed tool  
  
The aim of this tool changed as a result of the work previously reported in this 
thesis. So, the original aim was to develop a tool that would be   
i. Based on a theoretical model  
















Item formation    
Initial item refinement   
Assessing the validity  
and reliability of  the  
developed tool  
Writing question bank  
based on the hierarchy  
and semi - structured  
intervi ews  
Presenting the tool to  
MSc DPH students in the  
Dental Institute   
Assessing content  
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iii. Ultimately measuring how much of PCC was being delivered by the 
practising dentist; this latter aim rested on the assumption that:  
a. Dentists were fully, accurately self-aware of how much or little PCC 
they provided at each consultation, and that  
b. There was a generally accepted definition of PCC as a concept 
among practising dentist.  
  
The data obtained in the early semi-structured interviews with dentists suggested 
that while the Scambler and Asimakopoulou (2014) model of PCC is potentially 
applicable to practice (point i) and that a tool based on it might have be appealing 
to dentists (point ii), there was neither a shared definition of the meaning of PCC 
for dentists (point iii-b) nor an objective assessment of dentists’ own skills in 
delivering PCC (point iii-a). This latter issue is not unique to the dental profession 
(Walfish et al., 2012, Dunning et al., 2004).   
  
As a result, the aim of the tool that was to be developed changed from a 
measurement tool to a self-reflection tool. It was asserted that before a concept 
can be measured, it has to be widely understood, and the person needs to have 
some awareness that they are truly delivering it. In the absence of those two 
requirements, the tool that the study was able to develop was one that might 
support dentists in becoming more self-aware of their PCC practice rather than a 
strict measurement tool.  
  
6.3.3 Target audience  
  
The intended users of the tool were practicing dentists, so patients’ feedback on 
the consultation was deemed unnecessary here, albeit it is accepted that for any 
PCC tool to be comprehensive, a patient version will need to be developed in 
future work. There are patient measures available that are currently in use, and 
although they do not specifically measure the concept of PCC and rather evaluate 
some aspects of the patient-dentist communication (Newton and Brenneman, 
1999, Keller et al., 2009), these measures are helpful to assess the 
communication of the dentist in general. However, they are unhelpful in that they 
add the patient’s view perhaps a little too early and before dentists are able and 
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ready to consider how to implement PCC or some of its dimensions. Considering 
the lack of clarity surrounding the concept, efforts have also been made to study 
PCC from the patient perspective (Mills et al., 2015). It has been proposed that 
adding patient input before there is clarity on the dentists’ view is unnecessary 
and potentially unhelpful. So, the stance of this thesis is that that the obvious first 
step is to help the dentists become more patient-centred, then measure their 
performance from a patient perspective at a later stage once literature on PCC 
has reached a consensus on the definition of PCC and its ideal practice.   
  
Therefore, the objective of this study was to help dentists think actively about the 
concept of PCC by reflecting on their own style during consultations rather than 
engaging in an objective, patient-verified assessment of dentist performance. 
This in turn will hopefully make dentists consider adopting the concept and 
demonstrate to them how it can be applied more effectively in relation to providing 
information and promoting and enabling patient choice.   
  
This tool was intended to be designed for dentists in general rather than to focus 
on a speciality. It was decided that a general, basic tool for PCC in dentistry 
needed to be developed first. It could later be modified to suit the different 
specialities and settings in dentistry, and possibly to be used in other settings.   
  
The rest of the chapter describes each step of both the tool’s development and 
the initial validation of the developed tool. Each step has its own section. Each of 
these sections explores the importance of this particular step when developing a 
tool or validating it, how this step is generally carried out in similar studies in the 
literature and how the step was explicitly conducted in this study.   
  
The chapter concludes with findings that demonstrate the tool through each of its 
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Methods  
  
6.4 Section 1: Tool development—Item formation 
   
6.4.1 Importance  
  
Developing a tool generally involves two main steps, with a few smaller substeps 
under each. The first step is generating items for the tool, while the second is 
choosing the appropriate scale on which to rate these items (Clark and Watson, 
1995).   
  
For the first step, item generation, there are two main ways – or a combination of 
both – for generating the items. The first approach uses the literature as the main 
source and is applicable when the subject is well studied and established. The 
second approach is to conduct interviews or focus groups with experts in the area 
under study, or with the intended users of the tool. This approach is usually 
employed if the literature is relatively new or if insufficient data are available in 
the literature (Hinkin et al., 1997, Rattray and Jones, 2007).   
  
The present study adopted a combination of the two approaches in order to 
generate items. The intended users – dentists – gave valuable information and 
insights and helped ensure that the tool under development could be shaped by 
experiences of practice in a real dental setting. Without the user input, the tool 
might be comprehensive and cover all the relevant dimensions yet still end up 
discarded because it is excessively long or not user-friendly, for example. Using 
the literature in addition to users’ feedback was also important. Here, the literature 
provided the operational definition for the concept of PCC, which helped ensure 
that the important dimensions – choice and information – were covered. As the 
concept was relatively new in dentistry, dentists’ input was needed. There was, 
however, enough information in the literature to guide the development of the tool, 




 		 207	 
  
6.4.2 How item formation is carried-out in practice  
  
Writing the items:   
Item formation is an important first step towards tool development. Efforts must 
be made to ensure that the items are simple and easy to understand (Fowler, 
1995). The use of negative wording (for example, ‘the dentist should not 
recommend this treatment’) is best avoided, as well as the use of double-barrelled 
items that might confuse the respondent and generate unreliable data (Kelley et 
al., 2003, Van Sonderen et al., 2013). Items should also be written in commonly 
used phrasings that are easily understood by the target audience of the tool 
(Salazar, 2015, DeVellis, 2016). It is also preferable to have short items or 
questions and to avoid the use of too many words in one item (Harrison and 
McLaughlin, 1991). These principles guided the tool development of this thesis. 
Accordingly, the items in the tool are short, and no negative wording has been 
used in any of the items. In addition, each item asks only one question.    
  
Types of questions:   
There are two types of question: open-ended and closed-ended. Open-ended 
questions grant respondents the freedom to write their own answers without the 
constraints of selecting from a list of limited choices (Geer, 1988). This type of 
question provides the respondent with either a small space to write a short 
sentence or enough space to write a few paragraphs, if not more in some cases. 
In closed-ended questions, the respondent rates or scores the item on a scale or 
specifies a ‘yes’ or ‘no’ answer (Taylor-Powell, 1998).   
  
The main aim of this tool is to help dentists think more actively about their own 
performances after consultations and to reflect on whether they provided patients 
with enough information and involved him or her in the decision-making process 
while taking into consideration the patient’s preferences for high or low 
involvement in the consultation. Therefore, open-ended questions, although they 
have many advantages (Haddock and Zanna, 1998) and allow for individualised 
responses, were not suited to the purpose. The focus here was not on obtaining 
in-depth answers regarding how the dentists see their performance or the 
justifications for practicing at a particular level of the hierarchy. Rather, it was to 
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create a brief report, selected from the available options, on how they performed 
in the consultation. The limited time that dentists have in a day to complete a 
questionnaire was also taken into account.   
  
Dentists interviewed in the first study commented repeatedly on their need for a 
tool that was short and easy to fill in. There is also the issue of analysing these 
data; open-ended questions require a team to analyse the results, and the 
variability in responses would need to be grouped and assessed. On the other 
hand, using closed-ended questions meant that the dentists themselves could 
simply go through their answers from the different visits and compare them, both 
in terms of individual patients and across patients. By doing this, they could 
visualise their progress over time, which might motivate them to be more patient-
centred.   
For these reasons, a short, closed-ended questions checklist seemed more 
appropriate.   
  
6.4.3 Procedure  
  
For this study, the first step in generating the items was making sure that all four 
levels of the hierarchy were covered (See Figure 4.1) for the Scambler and 
Asimakopoulou (2014) hierarchy of PCC. The hierarchy was the theoretical basis 
for this tool; therefore, it was crucial to ensure that all aspects of the hierarchy 
were translated into items in the tool.  
    
To this end, items were generated for each level of the hierarchy in terms of both 
information and choice. This resulted in three items for ‘information’, three items 
for ‘choice’ and three items for ‘tools’, which could be used to assess the level of 
choice given and information shared. These items covered the different ways 
through which, according to the hierarchy, information and choice could be 
shared and presented during a consultation. Initially, other items were written as 
well that were based on studying similar types of questionnaires that aim to 
measure PCC, such as (Stewart et al., 1995, Little et al., 2001b). These initial 
items included generic questions, such as ‘I greet the patient when s/he comes 
into the office’. They also included specific questions related to how the dentist 
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communicates with the patient, such as ‘I asked the patient if s/he understood 
everything we discussed’ and ‘I gave the patient information using a language the 
patient can understand’. After a number of discussions among the three 
researchers (the PhD student and the two supervisors), all items except those 
generated from the hierarchy were deleted. The reasons behind this decision 
were as follows:  
1. The other items had already been covered in a number of scales (Waylen 
et al., 2015). These measured features of a basic, humane, ‘nice’ 
consultation rather than explicitly PCC as informed by information giving and 
choice. As such, they were deemed not central to this study.	 
2. Including items on the basic features of good communication would result in 
more questions for the dentists to answer, which could lower the likelihood 
of the tool being used in practice due to time constraints. 	As a result, the 
items generated were restricted to those directly mapping onto the levels of 
the PCC hierarchy.  
  
6.4.4 Findings   
  
At the end of the item generation section, the tool had three sections with three 
items each, for a total of nine items. The tool in its first iteration is presented 
below.  
 
Table 6. 1: Tool version 1 
Information:  
a. I gave the patient information on the most suitable option  
b. I gave the patient information on two or three suitable options  
c. I gave the patient information on all the different options available  
Tools:  
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a. I advised the patient on what would be the best option   
b. I discussed with the patient the advantages and disadvantages of 
the best two or three options   
c. I discussed with the patient the advantages and disadvantages of 
all the various options for the condition, including the notreatment 
option  
Choice:  
a. I made the final decision on how best to deal with the problem  
b. The patient and I both contributed to the final decision 
c. The patient made the final decision  
  
6.4.5 Summary  
  
The initial items were generated based on the Scambler and Asimakopoulou’s 
hierarchy of PCC. The tool served as the definition of the concept to be 
operationalised in an easier and clearer way in the tool. The result of this process 
was a tool with nine items divided into three sections, which were titled: 
information, tools and choice. There was some consideration of adding more 
items to reflect the broader definition of PCC, but after further deliberation, this 
idea was discarded. Thus, the focus remained on how to translate the hierarchy 
from a model into a practical tool.   
  




Conducting interviews with experts in the field or with targeted users is essential 
for several reasons when developing a tool (Vogt et al., 2004, O'Cathain et al., 
2007). It is necessary to ask people who are involved in the subject under study 
for their expertise and opinions, especially if the area of interest is new and the 
literature on it is still developing. In addition, asking them to help design the tool 
could increase the likelihood of its adoption and could help ensure that important 
elements have been heard and covered (Barbour, 1999). This section describes 
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the importance of interviewing dentists (users) before developing a tool, followed 
with the literature on how to adopt this method in practice and finally how exactly 
this method was adopted in this study.  
  
6.5.2 How do qualitative interviews inform item formation in practice?  
  
Ideally, exploratory qualitative interviews or focus groups with the intended users 
or experts are conducted before developing a tool (Tennant et al., 2007). The 
interviews are carried out to help identify the different dimensions to cover in a 
tool, and they can help with the more technical aspects, such as the tool’s layout 
or the item arrangement. Interviews can also help operationalise the concept and 
generate the items for the tool. In sum, these interviews can focus on one of these 
issues or on a combination of them. Interviews can also be conducted twice – 
before and after writing the items – to ensure that they reflect the discussion 
(Czaja, 1998). If the concept or area of study is sufficiently defined and 
operationalised in the literature, or if there is enough information from previous 
studies, these subsequent interviews are not needed (Hinkin, 1998).   
  
6.5.3 Procedure  
  
This study uses dentists’ comments, which were collected and analysed from the 
interviews conducted with them (reported in Chapter 4) on the usefulness of the 
hierarchy as a PCC model, in order to modify the items and inform the way in 
which the items were worded and presented. The following section specifies 
precise dentists’ comments from those interviews and the actions that were 
consequently taken when shaping items.  
  
6.5.4 Findings  
  
After collating the variety of ways for a dentist to present information and choice 
to a patient, a list of items was developed. The dentists’ suggestions for 
generating the items were incorporated and then refined for the final draft of the 
tool. In addition, the dentists’ opinions and suggestions played an important role 
in the design of the tool itself and in the number of items that were included. The 
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following quotes illustrate the feedback that was received and the way in which it 
was used to develop the items and adjust the checklist:  
  
1. Dentists suggested developing a tool that is simple, clear, and easy to 
complete:   
  
‘well you don’t want it terribly cluttered because then you are not going to 
want to use it, it’s going to be fairly simple isn’t it.’ (Interview 17)  
  
‘because it’s going to compete for their time and dentists are going to fill it 
in, it’s going to be something they can do very, very rapidly because 
otherwise it won’t be done, so be very clear about the several two or five 
options, very clear about what option they achieved without having to stop 
and think about exactly what, what a particular word means for example. 
So I think maybe just make it something to complete very quickly and very 
clear about what the different categories mean.’ (Interview 11)  
  
ACTION: Drawing on the respondents’ preference for a short, easy-to-complete 
tool, the items were re-examined and repetitive items were eliminated. These 
included a number of items that had already been covered sufficiently by other 
assessment tools, as reported earlier, such as how friendly the dentist was or 
whether they greeted the patient when he or she first entered the clinic.  
  
2. The level of information and choice provided is not influenced by the dentist 
alone, according to the dentists who were interviewed. If patients do not want 
to be part of the decision-making, then the dentist cannot impose it on them:   
  
‘I would like something that you would give to the patient to tell them what 
their role is in this interaction, so they have a part to play, and if they are 
not interested, then by large the dentist is not going to be interested either. 
So the dentist and the patient must be informed.’ (Interview 9)  
  
‘so, yes, I think it is representative, but I think it is very dependent on the 
patient it is applied to.’ (Interview 8)  
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According to dentists, there was also the issue of special cases in which patients 
cannot take part in the decision-making process, for example with underage 
patients or patients with learning difficulties, in which cases the dentists are the 
ones who make the final decision for the patients.  
  
‘so if you have a patient who has learning difficulties, then the explanations 
need to be tailored to a level that they are able to understand, or if you are 
not able to discuss it with people who care for that person, in those 
circumstances the decision has to be the clinician’s.’ (Interview 17)   
  
ACTION: A ‘patient’ section was added in order to reflect the patient’s interest 
level in being part of the decision-making process and the amount of information 
and choice the patient was seen to require from the dentist. It was also intended 
to account for the special cases in which the dentists, for a number of reasons, 
had to make the final treatment decision themselves. This action was taken in 
order to help the dentists consider factors that were outside of their control and 
to deal with their concerns that, in some cases, they tried to give patients choice 
and control, yet patients were either unwilling or unable to take either or both of 
these.   
  
3. Level 3 from the hierarchy, namely information, choice and, in particular, the 
term ‘tools’ for informed choice, caused confusion among the dentists who were 
interviewed. They felt that ‘tools’ could have countless meanings to countless 
clinicians. Because of the vagueness of the term, action was taken to clarify it 
and focus it to restrict its meaning.   
  
‘so in that case I think you have to be very clear about, as I discussed 
earlier, what you mean by the word ‘tool’, for example.’  (Interview 11)  
  
‘I think lv.3 is not at all clear from a, by what you mean by ‘tools for informed 
choice’, the way that you explained it to me isn’t apparent from the way it’s 
explained in the hierarchy.’ (Interview 17)  
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‘what I’m saying is what are the tools? It is alright saying there are tools 
available, but what are the tools?’ (Interview 8)  
  
‘oh like I said, to actually describe what the tools are, you can’t really 
describe how much information you would want to give and share with the 
patient until you know at this level what tools the patient can use to be able 
to interpret this information.’ (Interview 8)  
  
ACTION: It was decided that the best way to address this feedback was by  
replacing the word ‘tools’ with the phrase ‘advantages and disadvantages’ so that 
items 2 and 3 in the ‘Tools’ section now read: ‘I discussed with the patient the 
advantages and disadvantages of the best two or three options’, and ‘I discussed 
with the patient the advantages and disadvantages of all the various options for 
the condition, including the no-treatment option’.  
 
4. Dentists seemed to have some difficulty quantifying how many options they 
should offer patients, especially at level 2: ‘information and choice’ and 3 
‘information, choice, and tools for informed choice’ in the hierarchy.  
   
‘I don’t know how much choice you give, you know, do you just sort of give 
them the main three or four, or do you give them every single option under 
the sun? And to what extent do you go through all of the pros and cons?’ 
(Interview 11)  
  
ACTION: Limiting the options in the second item under ‘Choice’ to ‘two or three’ 
when talking about ‘options’ in the developed tool was carried out in order to make 
it easier and estimate how many options should be provided by a dentist who is 
practicing at level 2 and 3 in the hierarchy.   
So, at the end of this development phase that incorporated qualitative feedback 
from potential users, the tool changed to contain four sections and 13 items in 
total: four items under the patient sections, and three items under each of the 
other three sections. See below in Table 6.2 for second version of the tool.  
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Table 6. 2: Tool version 2 
Select the statement that most reflects what happened during the visit  
Patient:   
a. This patient is not suited/able to make decisions about the 
treatment him- or herself  
b. This patient asked me to make all the decisions about the 
treatment on his or her behalf  
c. This patient wishes to make decisions jointly with me about the 
treatment  
d. This patient wishes to make decisions about the treatment him- or 
herself  
Information:  
a. I gave the patient information on the option that is most suitable 
for him or her   
b. I gave the patient information on two to three options that may be 
suitable  
c. I gave the patient information on all the different options available 
Tools:  
a. I advised the patient on what would be the best option  
b. I discussed with the patient the advantages and disadvantages of 
the best two or three options   
c. I discussed with the patient the advantages and disadvantages of 
all the various options for the condition, including the no-treatment 
option  
Choice:  
a. I made the final decision on how best to deal with the problem  
b. The patient and I both contributed to the final decision  
c. The patient made the final decision    
  
6.5.5 Summary  
  
This step of the tool development incorporated the suggestions and voices of the 
potential users of the tool and made efforts to translate these suggestions into 
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items and then change the items to reflect the suggestions, if needed. This 
process resulted in the addition of a fourth section named ‘Patient’, which 
included four items. This section reflected patient interest and ability to engage in 
the decision-making process. This stage of revisions was critical because it 
introduced the potential users’ voices into the tool. The patient section could also 
be considered a defence against commonly used arguments that not all patients 
want to be given choice or information and that PCC therefore cannot be adopted 
universally for all patients (Little et al., 2001b). This argument is central to the 
idea of practicing PCC. It could be the case that patient disinterest in treatment 
engagement might be a reason for not providing a PCC consultation. However, 
that is to confuse lack of involvement with lack of wishing to be treated in a patient-
centred way (Stewart, 2001). It is asserted that giving patients as much or as little 
choice and information as they want (even when they ask the clinician to make 
the decision for them) is patient-centred. Inclusion of this patient section could 
potentially eliminate these problems with conceptualising PCC in practice.  
 
6.6 Section 3: Pre-testing the developed tool  
 
6.6.1 Importance  
  
Initial testing of the wording and the readability of a developed tool and its layout 
is one of the essential steps to carry out before using the tool. This ensures that 
it is correctly understood and can be easily completed by its potential users 
(Presser and Blair, 1994). Testing the tool first on a small sample could save the 
developers money and time by allowing for error detection and a revision of the 
draft tool before starting the actual validation or use of the tool on a large sample 
(Diamantopoulos et al., 1994). It might help prevent or reduce issues such as 
incomplete or unreturned questionnaires (Drennan, 2003, Presser et al., 2004) in 
the long run. The main aim of pre-testing a tool is to check for any 
misunderstanding of the questions that are asked and if the questions could be 
interpreted differently by respondents (Collins, 2003). Therefore, pre-testing the 
tool was imperative to identify any items that were confusing, difficult to recall or 
vulnerable to misinterpretation, and would thus need to be reworded and revised.   
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6.6.2 How pre-testing is carried out in practice  
  
Ideally, the people who test the wording and general design of a tool under 
development need to be similar to, if not part of, the population who will use the 
tool later (Willis, 2004). Pre-testing can occur through different methods (Presser 
and Blair, 1994). Some common methods are cognitive interviews, behaviour 
coding and respondent debriefing (Hughes, 2004) as well as the use of expert 
panels (Czaja, 1998).   
  
The cognitive interview usually employs ‘think aloud’ techniques, which can be 
either concurrent or retrospective. In the concurrent ‘think aloud’, the respondents 
are asked to give their thoughts on each question once they answer it rather than 
at the end of the interview, which is the case with the retrospective ‘think aloud’ 
technique. Respondents are asked to explain their thought processes as they 
answer the questions. The ‘think aloud’ technique aims to identify if the 
respondents have any problem understanding the questions and if they encounter 
any issues recalling answers to these questions. Probes are commonly used in 
these types of interviews.   
The next main method that can be used in pre-testing a survey is behaviour 
coding, whereby the interviewer codes how many times a respondent has to ask 
for a clarification of the question or if the respondent has difficulty with answering 
a question. The codes are then quantified to determine how many times the 
respondents experienced a problem with answering the questions.   
  
The third method that can be used to pre-test a survey is ‘respondent debriefing’, 
although it can be more precisely classified as ‘field pre-testing’ (Czaja, 1998). 
‘Respondent debriefing’ is usually used at a later stage in survey development 
compared to the other two methods (Hughes, 2004). The method checks if the 
respondents have difficulty understanding some of the terms or concepts used 
and whether or not they can interpret the questions correctly. This technique also 
checks which questions the respondents failed to answer correctly, for example 
due to issues with recall. Additionally, it examines how respondents select 
choices in closed-ended questions and if any questions need to be re-examined.   
  
 		 218	 
Finally, expert panel reviews are also a common method in the pre-testing step 
of tool development. The expert panel is usually used to evaluate both issues with 
question comprehension and possible difficulties with the data analysis. Czaja 
(1998) has listed the following objectives of an expert panel pre-testing method: 
‘identify potential respondent comprehension’; ‘identify potential interviewer 
problems’; ‘identify potential data analysis problems’; and ‘obtain suggestions for 
revising questions and/or the questionnaire’.   
  
A study that has examined the effectiveness of the various pre-testing methods 
has found that expert panels were able to identify more problems with the survey 
than with other pre-testing methods (Presser and Blair, 1994). For this reason, 
and since the tool items were neither complex nor engaging with complex issues, 
it was decided to assess the tool through an expert panel. This method also 
addressed the practical issue that an expert panel was readily available in the 
setting where the tool was developed.   
   
6.6.3 Procedure  
  
In this study, a panel were asked to comment on the comprehensibility of the 
questions. The developed tool was presented for initial revision to an MSc class 
of DPH students (N=10 students) who were all qualified dentists studying for a 
postgraduate-taught degree. The DPH group was deemed appropriate because 
they had already qualified and had experience of exposure to consultations with 
diverse types of patients. In their pre-MSc time, they had spent time as practicing 
dentists. Therefore, they knew the components of a consultation and had 
practiced them in ‘real life’ with real patients, and were thus members of the group 
of intended users of the developed tool. At the same time, they were all proficient 
in English, as they had passed KCL’s stringent admission criteria for entry to one 
of the college’s postgraduate programmes, and as such were deemed to be not 
just clinically but also academically sound.   
  
The exercise was conducted at the end of a class for DPH students, who were 
asked if they had a few minutes to review a tool developed for dentists and offer 
feedback. All students agreed, and it was distributed to them after a brief 
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introduction of the purpose of the tool. Around 10 minutes was allotted to read 
through the items and consider the layout of the tool. After that, they were 
prompted to comment on the tool, including its general design and the wording of 
each item. The whole process took approximately 25 minutes.   
  
6.6.4 Findings   
  
Participants suggested clarifying the wording of certain items. These changes 
were made to item 1 in the ‘Patient’ section, item 1 in the ‘Information’ section 
and item 1 in the ‘Tools’ section. The modifications were as follows:   
o Item 1 in the ‘Patient’ section was worded as follows: ‘This patient is 
not suited/able to make decisions about the treatment him- or herself’.  
The suggestion made by the panel was to just write ‘unable’ instead of 
‘not suited/able’ because they felt this was somewhat confusing.  
o Item 1 in the ‘Information’ section was initially worded as follows: ‘I gave 
the patient information on the option that is most suitable for him or 
her’. Students felt that the type of decision-making was unclear. Adding  
the term ‘clinically’ would ensure that all dentists who used the tool 
answered with the same idea in mind. The panel deemed it unlikely 
that dentists would have the patient’s social or psychological issues at 
the forefront of their mind when deciding on the ‘best’ option; for this 
reason, it was rather suggested that this be made explicit in the tool by 
recognising that they would focus mainly on the clinical symptoms and 
how to best alleviate these from a purely clinical perspective. 
Consequently, this revision was adopted.   
o Under the ‘Tools’ section, item 1 originally read ‘I advised the patient 
on what would be the best option’. This was modified to include the 
phrase ‘from a clinical perspective’. The justification for this is the same 
as for the previous item. Leaving it open would have enabled 
differences in interpretation per dentist, so adding this phrase clarified 
the criteria for the dentist’s decision on the patient’s best option.   
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At this point, this third version of the tool had four sections and a total of 13 items, 
with the wording of a few items narrowed in order to clarify the meaning. See 
Table 6.3 that follows.  
 
 Table 6. 3: Tool version 3 
Select the statement that most reflects what happened during the visit 
Patient:   
a. This patient is unable to make decisions about treatment him- or 
herself  
b. This patient asked me to make all the decisions about treatment 
on his or her behalf  
c. This patient wishes to make decisions jointly with me about his or 
her treatment  




a. I gave the patient information on the option that is clinically most 
suitable  
b. I gave the patient information on two or three options that may be 
suitable  
c. I gave the patient information on all the different options available   
 
Tools:  
a. I advised the patient on what would be the best option from a 
clinical perspective  
b. I discussed with the patient the advantages and disadvantages of 
the best two or three options   
c. I discussed with the patient the advantages and disadvantages of 
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a. I made the final decision on how best to deal with the problem  
b. The patient and I both contributed to the final decision  
c. The patient made the final decision    
  
6.6.5 Discussion  
  
This third version of the tool benefitted from some minor but noteworthy 
modifications recommended by dentists who were studying for a higher degree. 
The researchers briefly discussed all of the changes that the dentists had 
suggested and agreed that these changes had to feature into the tool. The 
changes revolved around narrowing and focusing the wording of the items so that 
they could not be interpreted in multiple ways by dentists. These revisions 
effectively sharpened the focus of the tool to make it more clinically focused. This 
step showcases the importance of involving people who are the potential users 
of the tool and who are most knowledgeable of the context of their work and how 
they and their colleagues could understand the items. They easily noted some 
words that could help improve the wording of the tool in general and make the 
meaning of each item more clear and easy to understand.     
  
  
6.6.6 Summary of item formation and pre-testing procedures   
  
As indicated, the original tool items that were assembled on the basis of the 
theoretical model behind the tool, underwent substantial revision and 
transformation following feedback from practising dentists (Chapter 4) and a 
panel of postgraduate students.   
  
Table 6.4 summarises the changes proposed by the dentists’ semi-structured 
interviews and the feedback of the postgraduate panel, and which led to version 
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Table 6. 4: Justifications for the inclusion of each item 
 
Item Justification  
Patient: Select the statement that most reflects what happened during the 
visit 
1. This patient is 
unable to make 
decisions about 
treatment him- or 
herself 
 
This item was added because dentists argued that 
some patients might be unable to make a decision 
themselves. The dentists said that in these cases, 
they had to make the decision for the patient.  
‘but other patients, especially those with, we 
see here, maybe with learning disabilities or 
whatever are going to be much more guided 
in the hierarchy. So they will be further down 
lv.2 and even possibly lv.1, where you are 
making the total decision for them.’ (interview 
8, pg.3) 
Inclusion of this item can help differentiate between 
a dentist who did not involve a patient in the 
decision-making process who was able and willing 
to do so, and a dentist who did not involve the 
patient because of factors outside his or her control. 
If the dentist ticks this option and then ticks that he 
or she did not give a patient full control or did not 
give the patient all the different options, the action 
will be understood as a consequence of something 
beyond the dentist’s control. It could even be 
considered in favour of the patient.  
2. This patient asked 
me to make all the 
decisions about 
treatment on his or 
her behalf 
 
This item was added based on dentists suggesting 
that some patients have no interest in being part of 
the decision-making process and would prefer to 
leave all the decision-making to the dentist.  
‘[…] but some patients don’t want to work at 
lv.3 or lv.4, they just want to be told what’s 
good for them by somebody else, by the 
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specialist, the person that knows, and they 
won’t want to make their own decision.’ 
(interview 14, pg.4) 
‘quite often, if you start telling patients all the 
possible information, then they just say I just 
want it out, I just want this, or they just want 
to deal with pain, and then quite often they 
say, well you’re the doctor, what’s your 
decision?’ (interview 15, pg.4) 
‘because there are a lot of patients, 
particularly those we see in health services 
who aren’t used to having a choice, or they 
are not that interested, or they just want 
things to be over and done with’ (interview 3, 
pg. 7) 
By including this item, it is possible to account for 
dentists who made the decision because the patient 
wanted them to as well as for dentists who made 
the decision regardless of the patient’s interest in 
being part of the decision-making process. 
3. This patient wishes 
to make decisions 
jointly with me 
about treatment 
 
This item was added to represent patients who want 
a shared decision-making. 
‘also, one of the problems we face 
consistently is that patients don’t always want 
to have this level of autonomy.’ (interview 1, 
pg. 2) 
The item can help differentiate between dentists 
who help the patient arrive at the final decision 
because the patient wanted them to, and those who 
impose their views regardless of the patient’s 
wishes. 
4. This patient wishes 
to make decisions 
This item represents patients who want to make the 
final decision themselves; the dentist in this case 
acts as a ‘guide’ presenting the choices and the 
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about treatment 
him- or herself 
 
advantages and disadvantages of each, then lets 
the patient make the decision. The item also 
represents patients who want an ‘informed choice’, 
as this type of decision is commonly called in the 
shared-decision-making literature.  
‘an example of that is removing their wisdom 
tooth—they are not in pain, they noticed there 
might be a problem in the future, they have 
absolute control … there is no driving issue 
there whatsoever, all we do is point out there 
is a problem, and they may or may not elect 
to do something about it and we leave them 
completely to make the decision with all the 
information we can give them and their 
investigation, research, etc.’ (interview 1, 
pg.4) 
The item can help gauge the dentist’s role in the 
decision-making process more accurately. Did the 
dentist make the decision for the patient when the 
patient wanted to make that decision him- or 
herself? Or did the dentist leave the patient to make 
the final decision when the patient wanted a shared 
decision-making process?  
Information: Select the statement that most reflects what happened during 
the visit 
1. I gave the patient 
information on the 




This item represents the first level of the hierarchy, 
at which the dentist gives the patient information on 
one option only. This option is chosen by the dentist 
as the best option based on patient clinical 
symptoms only, without considering the 
psychological or broader social factors. The term 
‘clinically’ was added based on the comments made 
by MSc students who felt it would make the wording 
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clearer and eliminate any possible confusion for 
dentists using this tool.  
‘if you have difficulty communicating, if you 
have learning difficulties, then the whole 
hierarchy is constrained. You may only be 
able to operate at lv.1 because you are 
intellectually not capable of going beyond 
lv.1.’ (interview 5, pg.2) 
2. I gave the patient 
information on two 
or three options 
that may be 
suitable 
 
This item could be used to represent both the 
second and third levels of the hierarchy in terms of 
information. The item shows that dentists gave the 
patient information on a number of options, around 
two or three, but not all of the possible options 
available. According to dentists interviewed, this 
might be the most frequently used type of 
information-giving by dentists, especially those 
practicing in NHS settings and particularly dentists 
in general practice.  
‘So if you are in NHS practice where you have 
to see 50 patients a day to make a living then 
you are not going… this information pathway, 
its takes too long’ (interview 9, pg.2) 
3. I gave the patient 
information on all 
the different 
options available  
 
This item represents the fourth level of the hierarchy 
in terms of information. According to dentists 
interviewed, this item is more likely to be practiced 
in private settings, where patients have paid for the 
dentist’s time, and in elective surgery settings, 
which also can be found more in private practices.  
‘it’s a choice between take it, leave it, and 
various treatment options that might be 
appropriate for that patient.’ (interview 4, 
pg.1) 
Tools: Select the statement that most reflects what happened during the 
visit 
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1. I advised the 
patient on what 
would be the best 
option from a 
clinical perspective 
 
This item generally represents the first level of the 
hierarchy, where the dentist more or less makes the 
decision for the patient. The item represents a 
dentist who gives the patient information on one 
option only. That option is the ‘best option’ for the 
patient based on the dentist’s judgment and 
‘clinical’ assessment of the patient’s condition. The 
phrase ‘from a clinical perspective’ was added after 
presenting the tool to the postgraduate student 
panel, who suggested that adding this phrase would 
remove any possible confusion for the dentists 
filling in the tool because it focusses on the criteria 
that dentists practicing at the first level of the 
hierarchy will likely follow as a guide for judgement. 
According to the dentists interviewed, giving only 
one option is not ideal but nevertheless necessary 
in some cases.  
‘what they really want to say is ‘I trust you, I’m 
lost now, tell me what you think and I’ll go with 
you’. Now that’s an element of medicine as 
well, you can’t get away from it. It exists …’ 
(interview 9, pg.1) 
2. I discussed with 
the patient the 
advantages and 
disadvantages of 
the best two or 
three options  
 
This item can be used to cover both the second and 
third levels of the hierarchy, at which the dentist 
gives the patient information and some details on 
the advantages and disadvantages of two or three 
options. A dentist’s placement at the second or third 
level of the hierarchy depends on how they answer 
the other sections. Interviewed dentists generally 
said that they provided, and in some cases rated 
(from best to second best, etc.), a number of options 
to the patient. They seemed to consider this level 
and way of presenting the different options to be the 
most realistic, especially for general practitioners. 
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‘a patient needs … further information about 
the advantages and disadvantages of each of 
the options, then that moves us to lv.3.’ 
(interview 4, pg.1) 
3.  I discussed with 
the patient the 
advantages and 
disadvantages of 
all the various 





This item can generally be used to describe the 
fourth level of the hierarchy, but it can also cover 
the third level. Dentists can provide all the options 
available in both the third and fourth levels of the 
hierarchy; the difference is that at the fourth level, it 
is the patient who makes the final decision. That 
means this item can be selected by dentists 
practicing at either the third or the fourth level. This 
item, according to the dentists interviewed, could be 
difficult to adopt in a busy practice, or in some other 
cases, as can be seen from the following quotes: 
‘[…] here are the pros and cons, the pluses 
and minuses of each of those, how do you 
feel? And the patient makes a decision’ 
(interview 8, pg.3) 
‘in order for you to provide the patient with 
tools to make an informed choice that takes 
time’ (interview 5, pg.5) 
Choice: Select the statement that best reflects what happened during the 
visit 
1. I made the final 
decision on how 
best to deal with 
the problem 
 
This item can only be used by dentists practicing at 
the first level of the hierarchy, in which the dentist 
makes the final decision. The dentists interviewed 
did not seem to favour this way of making decisions, 
but they agreed that this might be acceptable in 
certain cases, such as with young patients or 
patients with learning difficulties.  
‘depending on the age of the child, because if 
it is a younger child, we can’t, it makes it 
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difficult to involve them in the decision-
making process’ (interview 2, pg.2) 
2. The patient and I 
both contributed to 
the final decision 
 
This item can represent both the second and third 
levels of the hierarchy. Both the dentist and the 
patient contribute to the final decision. Initially, 
adding the word ‘equally’ was suggested, but after 
some consideration it was decided that this would 
not always be the case. The interviewed dentists 
seemed to like this option the most, as can be seen 
from the following quote. In their view, this level is 
the most beneficial for both dentists and patients, 
and it is the level most patients prefer. 
‘I think even here in health service, we still 
have an obligation to give patient the choice, 
so I can’t see how can you possibly work 
below lv.2, I’d hope so.’ (interview 3, pg.6) 
3. The patient made 
the final decision  
 
This item represents the fourth level of the 
hierarchy, which is designed to represent a 
consultation in which the patient has been 
supported in such a way that he or she is able and 
willing to make the final decision about treatment. 
The interviewed dentists suggested that this item 
might be best suited in environments such as 
elective surgery or in private settings. Reasons 
were that in such settings, i) patients and dentists 
are not constrained by issues such as budgets, 
making absolute treatment choice a possibility, and 
ii) other organisational issues would be absent, 
such as time constraints, that prevent a full range of 
choices being made available to patients. 
‘because the patients have the information 
they require to make an informed choice, 
which could be one of the options or could be 
to do nothing, and it’s the patients’ choice by 
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and large as to which of these options they go 
for’ (interview 4, pg.2)  
‘….. if the patients went to a private practice, 
they got all the time in the world to talk to 
someone, the patient is paying for their time 
…., so its depend on the population you 






6.7 Section 4: Assessing the content validity of the developed tool  
 
6.7.1 Importance  
  
Assessing the validity and reliability of a newly developed tool is a key step before 
using the tool. These assessments ensure that the newly developed tool 
measures what it is supposed to measure and does not cover aspects of another 
construct. They also ensure that the result would be the same if the test were 
conducted at another time. For example, a measure developed to assess if a 
person has depression should produce a score reflecting depression only and not 
anxiety. It should also produce the same or similar results for the same person 
across time, unless there is a real change in his or her depression level.   
  
This section describes the content validity assessment carried out after the 
development of the tool. Content validity is considered an important step in any 
validation process (Sireci, 1998). The literature has defined types of validity 
differently, with some studies using terms such as face validity and content 
validity interchangeably (Hardesty and Bearden, 2004). Others have provided a 
clear distinction whereby face validity is whether the developed scale seems to 
measure what it is supposed to measure. This can be assessed by presenting 
the scale to a layperson; and if they answer with a reasonable description, then 
the scale is considered to have face validity. For its part, content validity has many 
definitions (Haynes et al., 1995), but most of them essentially share the same 
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underlying concept. The term usually refers to an assessment of whether the 
scale measures the construct that it is supposed to measure and whether the 
items in the scale cover the dimensions of the construct. This is usually assessed 
by a panel of experts on the construct (Sireci, 1998). Ensuring the content validity 
of a tool includes a number of a priori and a posteriori steps, which the following 
section discusses (Beck and Gable, 2001).   
  
6.7.2 How validity is assessed in practice   
  
For this study, the intended function of the developed tool is to use it to self-reflect 
on one’s personal performance in relation to PCC during a particular visit, with 
the assessment ideally completed immediately or within a short period after the 
visit.   
  
Because this tool was developed based on semi-structured interviews that were 
conducted with dentists – the target audience – and on a hierarchy that was 
developed after a review of the literature, these can be considered the first two 
steps towards ensuring that the developed tool is content valid (Rattray and 
Jones, 2007) and represent the a priori steps to be taken when developing the 
tool. An a priori step in content validity is generally concerned with defining the 
content domain of the tool (Beck and Gable, 2001).  
  
For the a posteriori step, the content validity index (CVI) was selected as a 
method to assess the content validity of the developed tool. This index is one of 
the most acceptable methods of analysing and assessing the content validity of 
a developed tool (Polit et al., 2007). The CVI considers how relevant and 
representative each item in the tool is by quantifying the experts’ reviews of the 
relevance and representativeness of the items in a tool with regard to the 
construct the tool is intended to measure. To achieve this, the items in the tool 
should 1) measure the construct they intend to measure and 2) cover all the 
dimensions needed to measure the construct. The CVI for each item (I-CVI) 
should be calculated, and other types of calculation can be done as well, such as 
calculating the average CVI for the tool (S-CVI/Ave.), which is the total of the ICVI 
divided by the number of items. In this study, the I-CVI was calculated. Based on 
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Lynn (1986) recommendations, each item should have an I-CVI score of .78 and 
an S-CVI/Ave. of .90 and be judged by 6 to 10 experts. The results of these 
calculations are reported later in this chapter.   
 
As a first step, the tool was sent to 10 experienced dentists from the same 
participant group who contributed to the interviews reported in Study 1, Chapter 
4.  It was deemed necessary to return to the same sample because they were 
the most knowledgeable people on issues of the model’s practical applications, 
having taken part in the original interviews and offered their views on the tool 
under development. It was deemed that these dentists could assess whether the 
items reflect the suggestions they made. Therefore, it is important to know 
whether they felt the developed tool measured the intended construct and 
whether the tool’s items covered the dimensions of the construct.  
According to Lynn (1986), having more than 10 people is unnecessary for rating 
items in any scale for relevance. As for the rating scale, some have suggested 
using a four-point rating scale to avoid raters using the midpoint (neutral) (Lynn, 
1986). Others have recommended a five- to seven-point evaluation scale 
(Haynes et al., 1995). A four-point rating scale was chosen for this study because 
avoiding the midpoint option was thought to encourage respondents to actively 
think about selecting a point. This would more accurately represent their views 
on the item and whether it was needed. In other words, it was felt that the midpoint 
could be used to avoid contemplation of tricky items, so the four-point rating scale 
was chosen.  
  
6.7.3 Procedure  
  
All of the dentists who took part in Study 2 (the semi-structured interviews) were 
emailed and asked to rate the clarity, the representativeness of the construct, the 
ease of response and the relevance of the items in the developed scale on the 
four-point Likert scale. The e-mail contained a link to the survey. Respondents 
were also asked to fill in some basic information, namely their age, gender and 
speciality. At the end, they were asked if they thought the developed checklist 
could be used to assess the concept of PCC as defined in the hierarchy. Finally, 
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an open-ended question was added for any additional comments. The survey 
was designed and run using Qualtrics software.  
Of the 20 emails sent to the original panel, one email was returned because the 
dentist had retired. After three weeks, a reminder was sent. No second reminder 
was needed since the target number of 10 was achieved following the first 
reminder. The invitation email was sent on the 13th of April, 2016 and the reminder 
email was sent on the 4th of May, 2016.   
Rating scale:   
The rating scale used to assess the content validity was developed based on a 
review of a number of articles and assessment of the types of scales they used 
or suggested (Rubio et al., 2003, Grant and Davis, 1997, Gabel et al., 2011, 
Leung and Shek, 2011). Other means of assessing the CVI are available, but this 
scale seems straightforward and covers the main questions that are needed to 
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Table 6. 5: Illustration of the rating used 
Relevance  1=not relevant  
2=somewhat relevant  
3=relevant but needs minor alteration  
4=very relevant  
 
Clarity  1=very unclear  
2=unclear  
3=clear  
4=very clear  
 
Representativeness of the 
construct  
1=item is not representative  
2=item needs major revisions to be 
representative 3=item needs minor revisions to 
be representative 4=item is representative  
Ease of response  1=very difficult,  
2=difficult  
3=easy   
4=very easy   
  
In addition, at the end of the survey, experts were asked to give a yes or no 
answer to the question: ‘Do you think this checklist can assess the concept of 
PCC as its defined in the hierarchy?’  
  
Ethics:   
An amendment to the original ethics application was submitted to the KCL ethics 
review body to request that this part of the study be given ethical clearance. The 
study was cleared. Reference number: BDM/14/15-7 (Appendix.6).  
  
6.7.4 Findings  
  
This section briefly presents the sample demographical information followed by 
the CVI calculations.  
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 Demographics:    
The table below displays the age category for the sample.  
 
 Table 6 6: Age categories of CVI sample 
Age category  No. of dentists   
45–54  1  
55–64  7  
65–74  2  
Total  10  
As this table reveals, the majority (70%) of the dentists who took part in the 
content validity assessment were in the age category (55–64). One was in the 
younger age category (45–54) and two were in the older age category (65–74).   
  
The next table shows the gender split of the experts in this study.  
  
Table 6. 7: Gender 
Gender  No. of dentists  
Male  7  
Female   1  
Not specified   2  
Total   10  
Respondents were predominantly male (70%). Only 1 of the 10 respondents who 
returned the questionnaire identified as female, and two respondents did not 
answer the question.    
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 Table 6. 8: Dentists’ Speciality 
Specialty   No. of dentists   
General practitioner  1  
Prosthodontics  2  
Prosthodontics and special care 
dentistry  
1  
Restorative dentistry  2  
Periodontics  1  
Gerodontic  1  
Endodontics  1  
Not specified  1  
Total   10  
The table indicates the specialities of the dentists who took part in the study.  As 
these tables convey, the sample were mostly older male dentists and included a 
wide range of specialities.  
  
Content-validity Index:  
  
The CVI was calculated for each item in the tool. If an item scored lower than .8 
in ‘relevance’ or in ‘representativeness of the construct’, it was excluded (Lynn, 
1986, Davis, 1992). As the ‘ease of response’ was deemed more of a technical 
question than an essential part of content validity assessment (Polit and Beck, 
2006), items were not deleted if they scored less than .8. ‘Ease of response’ was 
still included because it was considered an important aspect to assess and could 
help in identifying items that may need revision in how they were worded and 
presented. In the future, a manual could be developed to explain each of these 
items in detail and to provide a clinical example of each item for reference.   
  
Based on the analysis, which is discussed in detail later, 7 out of the 13 items 
received a score lower than .8 in either ‘relevance’ or ‘representativeness of the 
construct’.   
The following table shows the four CVI scores for each item, along with an 
indicator of acceptability: green if acceptable and red if not acceptable. This table 
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below displays the scoring for each item in the tool on the following four criteria: 
relevance, clarity, representativeness of the construct and ease of response. The 
highest score is 1 and the lowest 0. The score was calculated in the following 
way: If a respondent selects a 3 or 4, it is worth 1 point; if the respondent selects 
a 2 or 1, then it is classed as a 0 (Polit et al., 2007). This was done for each item 
by calculating the scores for the item as given by all of the experts and dividing 
this number by the number of respondents, which was 10 in this study. Table 6.8 
offers a practical example of this scoring. For example, if four experts rated the 
scale on a four-point scale based on ‘relevance’, then it would be as follows: If 
the first expert gave the item a 3 out of 4, this would be calculated as 1, and if the 
second expert gave it a 2, that would be calculated as 0; the third gave it 4, so 
that is worth 1, and the fourth gave it a 1, worth 0. Added together, these numbers 
are 1+0+1+0=2. Next, the 2 is divided by the number of experts, which is 4, 
resulting in .5. For this study, as apparent from the table, none of the items scored 
less than .8 in clarity. A practical example of how this was calculated for item 1 is 
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  Table 6. 9: CVI calculation for item 1 
   Item 1  
Respondent   
Relevance   Clarity  
Representativeness 
of the construct  
Ease of 
response   
1  4  3  4  3  
2  4  4  4  4  
3  4  4  4  3  
4  3  3  3  3  
5  4  4  4  3  
6  4  3  4  3  
7  4  3  3  3  
8  4  4  4  4  
9  4  1  1  1  
10  4  3  3  3  
How many 
selected 3  1  5  3  7  
How many 
selected 4  9  4  6  2  
Sum of the 3s 
and 4s  10  9  9  9  
Sum of 3s and  
4s divided by  
10  1.00  0.90  0.90  0.90  
   
The next table presents a list of all the tool items and all the scores obtained 
across all the CVI tests that were administered. Items with a score of .60 or .70 
in ‘relevance’ or ‘representativeness of the construct’ were deleted. 
  
Table 6. 10: CVI scores for the self-reflection tool  
Item  Relevance  Clarity  Representativenes 
s of the construct   
Ease  of  
response   
Acceptability 
overall   
This patient is unable to make decisions about treatment 
him- or herself   
1.00   .90  .90  .90  Accepted   
This patient asked me to make all the decisions about 
treatment on his or her behalf  
.60  .80  .80  .70  Rejected   
This patient wishes to make decisions jointly with me 
about treatment  
.90  .90  .90  .80  Accepted   
This patient wishes to make decisions about treatment him- 
or herself  
.70  .90  .90  .60  Rejected   
I gave the patient information on the option that is clinically 
most suitable  
.60  .80  .80  .60  Rejected   
I gave the patient information on two or three options that 
may be suitable  
.70  .80  .90  .70  Rejected   
I gave the patient information on all the different options 
available  
.90  1.00  .90  .80  Accepted   
I advised the patient on what would be the best option 
from  
a clinical perspective       
.60  .90  .70  .60  Rejected   
I discussed with the patient the advantages and 
disadvantages of the best two or three options  
.60  .90  .70  .70  Rejected   
  
		  
I discussed with the patient the advantages and 
disadvantages of all the various options for the condition, 
including the no-treatment option  
1.00  .90  1.00  .80  Accepted   
I made the final decision on how best to deal with the  
problem        
.70  .90  .70  .90  Rejected   
The patient and I both contributed to the final decision on 
how best to deal with the problem   
.90  .90  .90  .70  Accepted   
The patient made the final decision how best to deal with  
the problem      






As seen in the table above, the items deleted after the calculation of the CVI were 
as follows:  
1. ‘This patient asked me to make all the decisions about treatment on his or 
her behalf’, because it scored .60 on relevance  
2. ‘This patient wishes to make decisions about treatment him- or herself’, 
because it scored .70 on relevance   
3. ‘I gave the patient information on the option that is clinically most suitable’, 
because it scored .60 on relevance  
4. ‘I gave the patient information on two or three options that may be suitable’.  
This item scored .70 on relevance   
5. ‘I advised the patient on the best option from a clinical perspective’, 
because it scored .60 in relevance and .70 on representativeness of the 
construct  
6. ‘I discussed with the patient the advantages and disadvantages of the best 
two or three options’, because this item scored .60 on relevance and .70 
on representativeness of the construct  
7. ‘I made the final decision on how best to deal with the problem’, because 
this item scored .70 in relevance and .70 on representativeness of the 
construct  
The revised tool ultimately featured six items, which was helpful in terms of brevity 
(see Table 6.11)  
  
Table 6. 11: The final version of the tool.   
Select the statement that most reflects what happened during the visit 
Patient:   
a. This patient is unable to make decisions about treatment him- or 
herself  
b. This patient wishes to make decisions jointly with me about treatment  
Information:  






a. I discussed with the patient the advantages and disadvantages of all 
the various options for the condition, including the no-treatment 
option  
Choice:  
a. The patient and I both contributed to the final decision  
b. The patient made the final decision    
  
Finally, for the last question asking dentists, ‘Do you think this checklist can 
assess the concept of PCC as it is defined in the hierarchy?’, 8 of the 10 dentists 
who completed the content validity assessment answered affirmatively. One of 
the respondents answered negatively, and one did not answer the question.   
  
6.7.5 Summary  
  
This section assessed the content validity of the developed tool and presented 
the results of this assessment. Assessing the content validity of a newly 
developed tool is an important step to carry out to examine whether the items 
generated or selected for inclusion in the tool covered the concept it intended to 
assess and its different dimensions (Rubio et al., 2003). The result of this 
assessment led to a reduction in the number of items in the tool from 13 items to 
6 items. This reduction worked in favour of dentists who wanted a short tool that 
would not require much time to complete. This reduction further enforced that 
designing a PCC self-reflection tool that aims to improve dentists’ awareness of 
the concept of PCC and its practice rather than a PCC self-assessment tool might 
be a better plan than attempting to measure a concept of which there is no 
general awareness.   
  
With regard to the items that did not receive a high enough score for inclusion 
(.80), it seemed that dentists did not approve of the inclusion of any items that 
alluded to them not giving choices or information to the patient. For example, all 
of the items based on levels 1 and 2 from the hierarchy were found to be irrelevant 





expressed in the interviews in Chapter 4, which evidenced that practicing dentists 
felt that they always practice at generally higher levels of the PCC hierarchy, 
since these views seem to have influenced their ratings of the tool here and in 
many respects, this verification strengthens the researcher’s original view 
expressed when analysing these interviews.  
  
Although this reduction in the number of items and the removal of these options 
might be considered a weakness, it was viewed more as a strength since it meant 
that dentists would not feel defensive about answering items that they do not feel 
comfortable answering and which might result in their refusal to use the tool or to 
answer it incorrectly, as found by some previously developed tools for users that 
did not like the tool for one reason or another (Keszei et al., 2010). Therefore, 
developing a tool that appeals to the users and reflects the meaning of the 
concept for them is important in order for the tool to be used (Larsen et al., 1979).  
  
6.8 Section 5: Test-retest reliability and face validity  
 
6.8.1 Importance  
  
After developing the self-reflection tool for dentists and assessing its content 
validity, the next step was to assess its reliability. Assessing the reliability of a 
newly developed tool is crucial to ensure that the developed tool generates a 
score that is representative of the actual score of the phenomenon being 
assessed (DeVon et al., 2007). Furthermore, the score should not change unless 
there is an actual change in the situation being assessed; otherwise, it should 
reflect the same score at any later date (DeVellis, 2016). There are number of 
definitions proposed for reliability and how to assess it, and many tests are 
consequently available.   
  
Some of the more common reliability tests include using a Kappa coefficient, 
which measures the percentage agreement and takes into account the possibility 
of chance agreement. There is also ‘split-half reliability’, in which the scores of 





are expected to have a high correlation (Streiner et al., 2014). The reliability test 
should be selected after careful consideration of the type of tool that has been 
developed and which type of error might undermine the tool. Two assumptions 
underline most types of reliability assessments: an accurate measure should 
generate the same result when repeated, or the same result should be generated 
by different observers or by a test of a parallel form of the tool.   
In addition to assessing the reliability of the developed tool, the face validity of 
the tool as a whole was also evaluated. Although there is no agreement in the 
literature as to whether face validity is important or necessary (Hardesty and 
Bearden, 2004, Royal, 2016), the view adopted here is that face validity 
assessment is important when measuring a concept that is potentially difficult to 
define, especially for a scale with new items (Hardesty and Bearden, 2004). The 
face validity assessment is a valuable but not sufficient test for a newly developed 
tool (Hardesty and Bearden, 2004). It is defined as ‘the extent to which an 
instrument “looks like” it measures what it is intended to measure’ (pg. 111, 
Nunnally, 1978), and this is commonly assessed by the potential users of the tool 
(Nunnally, 1978). The importance of this type of assessment lies in examining 
how the tool looks to potential users after its development and after its content 
validity has been assessed. It further demonstrates whether the move from item 
generation to an actual tool was successful (Nunnally, 1978).  
  
6.8.2 a How test-retest reliability is carried out in practice  
  
In this study, test-retest reliability was used because the study’s objective is to 
assess whether the scale generates the same score when used by the same 
person twice; there is no interest in assessing differences in scores between 
multiple observers, for example the depression score of one patient given by 
three psychologists. To determine the reliability of this type of scale, it is better to 
calculate the inter-rater or inter-observer agreement (Teddlie and Tashakkori, 
2009). A reliability test should be chosen after considering which type of scale is 






This study aims to assess the test-retest reliability of the developed tool. There is 
criticism of this type of assessment present in the literature. First, the difference 
in the scoring of the first and second test might be a result of a real difference 
that occurred because of an actual change in the phenomenon being measured. 
This issue is particularly relevant if the time interval between the test and retest 
is long (Allen and Yen, 2001). For example, an assessment of a patient’s quality 
of life after he or she has been discharged might report significant differences 
compared to the same assessment repeated six months later. The issue here is 
that these differences can be attributed to a real change in the patient rather than 
indicating any problem with the test itself. This issue is not relevant to this study, 
as the students were assessing the performance of a dentist in a video clip of the 
same consultation twice. The survey does not measure health, techniques or any 
other aspect that could improve or worsen with time.   
  
The second criticism regards fatigue effects, which usually result from being 
asked repeatedly to complete different surveys (Porter et al., 2004). This is not 
relevant to this study because the tool is very short; also, allowing a minimum of 
10 days between the test and retest should eliminate any fatigue resulting from 
taking part in the study. A 10-day interval between the two tests ensured that it 
was unlikely for students to remember their answers from the first survey (Streiner 
et al., 2014), which relates to the third criticism of this type of reliability 
assessment. The results of this type of reliability might be affected if respondents 
to a survey become sensitised to the issue after filling out the survey, which can 
cause respondents to think more actively about the issue and change how they 
answer the questions (Streiner et al., 2014).   
  
Overall, the test-retest reliability reported here was deemed to have considered 
all of these issues: actual change in the participants, fatigue effects and 






6.8.2 b How face validity is carried out in practice  
Commonly, the potential users of the tool are those who are asked to participate 
in the assessment, in which the tool is presented to them and they are asked to 
offer their thoughts on whether or not this tool ‘on face value’ reflects the concept 
being assessed (Sato and Ikeda, 2015, Davies, 1999). In some cases, experts 
are asked instead of the intended users (Hardesty and Bearden, 2004).  
This is not a statistical test (Bannigan and Watson, 2009); instead the validation 
can be done simply by presenting the tool to intended users and asking them 
whether the tool measures the concept (Davies, 1999).  
6.8.3 Procedure  
Participants:  
  
Dental students in their third, fourth, or fifth year of study at the Dental Institute at 
King’s College London were the sample selected for this study. Although this 
work appears towards the end of the thesis, the chronology of this part of the 
study coincided with that of the MCCS survey that was reported in Chapter 5.   
  
The student sample who answered the MCCS survey also took part in this tool 
validation study, which was run in parallel to the communication skills study.  
  
The procedure of the student recruitment is exactly as presented in Chapter 5. 
To reiterate, a global email was sent to all undergraduate students at the Dental 
Institute at King’s College London. The email was addressed to third-, fourth-, 
and fifth-year students and provided a brief description of the study and the 
incentives for taking part. It also noted the researcher’s email and asked students 
to email her if they were interested in taking part and to receive more information 
and the link to the survey.   
  
For the retest, the same procedure was followed, but the email sent to students 
specified that only those who had participated in the first study could take part in 





students who completed the test or retest in less than 11 minutes and 33 seconds 
as well as those who completed the retest but had not completed the test, the 
total number of completed questionnaires that satisfied all of these criteria was  
25.   
  
Materials:  
The students were asked to watch a YouTube clip that depicted a dental 
consultation and was around 11 minutes in length (the detailed description of the 
clip is provided in Chapter 5).    
  
Following in table 6.12 is the tool as presented in the questionnaire sent to 
students. There was a slight change in the order of the items from the final version 
for the sake of ease and clarity of the survey.   
  
The changes were only in the order, so the items that have two options were 
listed earlier and the items with one option were listed at the end.  
   
Table 6. 12: The tool as presented to students in the survey (both testretest 
reliability and criterion validity)  
 For the next 2 items, we would like you to select one of the 2 statements 
(a or b) that you think best fitted the consultation.   
 
Item 1:   
a. This patient is unable to make decisions about treatment him- or 
herself  
b. This patient wishes to make decisions jointly with the dentist 
about treatment  
Item 2:   
a. The patient and the dentist both contributed to the final decision  
b. The patient made the final decision  
For the next 2 items, we would like you to select only the statements that 
you think applied to the consultation.  You may decide that both, either, 





Item 3:   
a. The dentist gave the patient information on all the different options 
available   
Item 4:   
a. The dentist discussed with the patient the advantages and 
disadvantages of all the various options for the condition, 
including the no-treatment option   
  
Design:  
Since this a test-retest reliability study, the students responded to the same 
survey twice. The retest part of the survey was open to students 10 days after the 
closing of the first part of the survey. A 2- to 14-day interval is suggested as the 
norm (Streiner et al., 2014).   
  
Procedure:  
The survey was developed and distributed using Qualtrics software. Ten days 
after the first survey, another global email was sent to the same sample of 
undergraduate students in the Dental Institute. The email was addressed to 
students who took part in the first study. Students interested in taking part were 
asked to email the researcher for more information and for the link to the survey. 
A £5 Amazon voucher was given as an incentive to students completing this 
questionnaire, resulting in a total of £15 for students who took part in both the first 
test and the retest reliability survey. The same filtering process was applied: Any 
students who completed the survey in less time than it takes to watch the clip 
were excluded.   
  
Finally, a question that asked students what this tool measured was added to the 
survey in order to assess face validity.  
  
Making this an open-ended question was considered but was discarded later 





communication is immense, and asking students to write about one of them would 
make the information difficult for both the dental students and the PhD researcher 
to quantify. For students who had not studied the concepts of communication in 
the literature, identifying one might have proved too challenging and demanded 
considerable effort in recalling the various courses and materials studied and then 
choosing a concept they thought would most likely match the questions asked. A 
student might ultimately select whatever came to his or her mind first. For the 
PhD researcher, it would be difficult to quantify the answers, especially if each 
student specified a different answer. Therefore, a list was added to limit the 
number of options that students might present and to help unify and measure the 
results. To ensure that it was not too easy, similar theories in patient-dentist 
communication were selected.  
  
Students were given the following list of options and were asked to select the 
correct answer.   
  
This checklist seems to measure:  
• The locus of control theory  
• Patient-centred care  
• The power/interpersonal influence 




Ethical approval to conduct this study was granted by King's College London 










6.8.4 Findings  
  
In this section, the first part presents general demographic questions and the 
second part includes the results of the test-retest. The section concludes with the 
results of the face validity test.  
  
Sample demographics- of the retest group:  
In this study, 17 (68%) of the respondents were female and 8 (32%) were male. 
The majority of the respondents were British, namely 21 (84%), while 2 were 
Malaysian (8%), 1 was Pakistani (4%) and 1 was Trinidadian (4%). The majority 
described themselves as Asian, namely 14 (56%), while 5 were White (20%), 3 
were Chinese (12%), 1 was Black (4%), 1 was Indo-Caribbean (4%) and 1 was 
of mixed background (4%).  
  
Test-retest reliability results:   
This section presents the results of the test-retest reliability assessment. For each 
item, a table notes the agreement between the first test and the second. The 
agreement was calculated using cross-tabulation in IBM SPSS.  
   
Item 1: Patient  
The first item is the ‘Patient’ section, which had two options:  
1. This patient was unable to make decisions about treatment himself or 
herself  
2. This patient wishes to make decisions jointly with the dentist about 
treatment  











Table 6. 13: Test-retest reliability agreement for item 1  
Item 1  Item 1  Total   
1  2  
1  3 (how many 
selected 1 both 
times)  
6 (how many 
selected 2 the 
second time only)  
9   
2  2 (how many 
selected 1 the 
second time only)  
14 (how many 
selected 2 both 
times)  
16   
Total   5   20   25  
  
Calculating the agreement for item 1 can be broken down as follows: 3 (the 
number of students who selected option 1 both times) + 14 (the number of 
students who selected option 2 both times) =17, divided by 25, which is the total 
number of students. The result showed that there was a 68% agreement between 
the first and the second tests.  
  
Item 2: Choice  
The second item, ‘Choice’, has two options, and students were asked to select 
one of them.    
1. The patient and the dentist both contributed to the final decision  
2. The patient made the final decision  












Table 6. 14: Test-retest reliability agreement for item 2  
Item 2  Item 2  Total   
1  2  
1  24 (how many 
selected 1 both 
times)  
1 (how many 
selected 2 the 
second time only)  
25  
2  0 (how many 
selected 1 the 
second time only)  
0 (how many 
selected 2 both 
times)  
0  
Total   24  1  25  
This item reported a 96% agreement in the test-retest. All students had the same 
answer to the question except for one, who selected 1 the first time and 2 the 
second time.  
  
Item 3: Information   
The third item in the tool, ‘Information’, has only one option, and students could 
either check the option if they agreed with it or not check it if they did not think 
the item reflected the events of the consultation. Number 2 is equivalent to ‘yes’ 
and 1 is ‘not applicable’ (N/A).  
1. The dentist gave the patient information on all the different options available  
The following table indicates the agreement between the test-retest for the third 













Table 6. 15: Test-retest reliability agreement for item 3  
Item 3  Item 3  Total   
1  2  
1  4  3 (how many 
selected 2 the 
second time only)  
7  
2  4 (how many 
selected 1 the 
second time only)  
14 (how many 
selected 2 both 
times)  
18  
Total   8  17  25  
  
Calculating the test-retest agreement for the third item in the tool revealed a 72% 
agreement; 18 out of the 25 who completed the questionnaire selected the same 
choice in the test-retest, with 14 choosing 2 in the test-retest and 4 selecting 1 
twice.   
  
Item 4: Tools  
The third item, ‘Tools’, asked students to check the available option if it applies 
to the consultation and leave it if it does not apply to the consultation. The 1 is 
equivalent to ‘N/A’, and the 2 is equivalent to ‘yes’.   
1. The dentist discussed with the patient the advantages and disadvantages  
of all the various options for the condition, including the no-treatment 
option  











Table 6. 16: Test-retest reliability agreement for item 4  
Item 4  Item 4  Total   
1  2  
1  19 (how many 
selected 1 both 
times)  
2 (how many 
selected 2 the 
second time only)  
21  
2  3 (how many 
selected 1 the 
second time only)  
1 (how many 
selected 2 both 
times)  
4  
Total   22  3  25  
Calculating the agreement between the two scores revealed an 80% agreement 
for the test-retest. Twenty out of the 25 students who completed the questionnaire 
did not change their answers, with the majority of the students (19) selecting 1 
both times.   
  
It would appear that the tool was highly reliable, with the exception of item 1, 
which was only moderately reliable.  
  
The face validity results:  
Fourteen of the 25 respondents who completed the questionnaire answered this 
question by saying that the tool measured the concept of PCC. This represents 
56% of the students who took part in this study.   
  
6.8.5 Conclusion  
  
This section first briefly discusses the face validity finding followed by a 
presentation of the test-retest reliability results.  
  
 More than half of the respondents selected PCC as the concept being assessed 
by this tool. This percentage was modest, so it was slightly better than chance.  
This moderate face validity could be interpreted as an advantage but also as a 





respondents from guessing its focus and modifying their responses in a socially 
desirable manner. Alternately, it could be argued that an especially low face 
validity conveys that the measure is so confusing to respondents that they do not 
know how to interpret it. So, extremely high or extremely low face validity could 
both be disadvantageous.  
  
In this case, a moderate 56% of the sample suggested that the tool was about 
PCC. This is neither high nor low, and given the difficulty surrounding defining 
the concept of PCC, it is not surprising. As face validity cannot be assessed 
through a statistical test, it is rather a subjective judgment, and in this context it 
has been taken as such (DeVon et al., 2007).  
  
In terms of test-retest reliability, the results indicate the percentage agreement 
between the test and retest. All four items scored between ‘substantial’ and  
‘almost perfect’ agreement. The lowest reliability was seen for item 1, which 
scored 68% (of the recommended 70% score (Fink and Litwin, 1995) in 
agreement. This item was written to assess the dentist’s perceptions of patient 
interest and his or her ability to be part of the decision-making process. It had two 
questions under it, of which the dentist selected one that applied to the patient in 
this consultation. This relatively low score, compared to the other items, could be 
a result of the subjectivity of this item and the difficulty in correctly assessing 
patient interest. The fact that the respondents were rating a third party (the dentist 
in the clip) is also likely to have impacted the reliability of this scale. This item is 
still considered valuable, based on dentists’ comments, to assess patients’ 
interests in being involved in the consultations. It would be intriguing to reevaluate 
reliability using a real-life scenario in which the dentist is rating themselves in 
order to explore whether reliability improves for this item.  
  
Item 2, ‘Choice’, had two options to select from: ‘the patient and the dentist both 
contributed to the final decision’ or ‘the patient made the final decision’. It received 
a near-perfect agreement score (96%), and all students except one gave the 





dentist gave the patient information on all the different options available’, which 
scored 72%. Item 4, ‘Tools’, also has one question, ‘the dentist discussed with 
the patient the advantages and disadvantages of all the various options for the 
condition, including the no-treatment option’, and it has one option to check if 
applied to the consultation, which scored 80% in agreement.   
  
In conclusion, assessing the reliability of any developed tool is essential and can 
result in potential users having a greater confidence in the developed tool. There 
are many types of tests that could be used to assess the reliability of any 
developed tool. Choosing which test to use requires considerable deliberation 
and the consideration of a number of factors. The test-retest analysis conducted 
on this tool evidences that the items in the tool are reliable, with agreement scores 
ranging from ‘substantial’ to ‘almost perfect’. The face validity of the tool was 
deemed acceptable.  
  
6.9 Section 6: Students’ assessment of the dentist performance (as 
depicted in the clip) using the PCC self-reflection tool  
 
6.9.1 Importance  
In an ideal world, the newly developed tool would be compared against other 
similar tools in order to ascertain whether the two measure a similar construct. 
This, however, was not possible in this case for the following reasons.  
First, although there are a number of PCC measures that it could have been 
compared against, such comparison normally requires a numerical score from 
both tools, and the two scores are then correlated; for example, where a new 
intelligence test was to be validated against an existing one, scores from both 
would be correlated, and one would expect a high correlation to be evident if the 
two tests measured the same construct, This was not possible in this case, as 
the tool that was developed here did not yield a final score.   
Second, there is currently no ‘gold standard’ tool with which to compare a newly 





For these reasons, other means of establishing the practical application of this 
tool were researched. A method known as ‘panel consensus’ (Rutjes et al., 2007) 
was adopted. This method can be seen as the construction of a reference 
standard using the developed measure when there is a lack of ‘gold standard’, or 
when it is difficult to correct the imperfection in the current ‘gold standard’ 
(Reitsma et al., 2009), against which the performance of a sample of respondents 
is then compared. This step is usually carried out to assess the accuracy of a 
developed tool (Reitsma et al., 2009). This test is thus similar to a standard 
criterion validity test.  
6.9.2 How criterion validity and in particular panel consensus are carried out in 
practice:   
  
Criterion validity is defined as a ‘measure of survey accuracy that involves 
comparing the tool or measure to other tests that assess the same criteria (Fink 
and Litwin, 1995). In most studies, the criterion validity, and in particular the 
concurrent validity, of a developed tool is assessed using the method mentioned 
in the previous definition: by comparing the results collected by the newly 
developed tool to the results collected using a validated tool (gold standard). The 
test does not necessarily have to be a scale or a tool. The concurrent validity can 
be assessed by comparing the result collected by a new tool with the result 
collected by another ‘gold standard’ measure, for example comparing the results 
from a quality of life questionnaire with an actual physical assessment of the 
patient done by a HCP.   
  
As no ‘gold standard’ measure can be used in this case, a panel consensus was 
employed to develop a reference standard. This method can be used if there is 
no ‘gold standard’ available with which to compare the results from a newly 
developed test (Rutjes et al., 2007).  
  
This method is commonly used to assess newly developed diagnostic tests in 
which e.g. a group of doctors can diagnose a patient and their agreed-upon 





test (Reitsma et al., 2009). The underlying concept is that the experts can be used 
as a reference in the absence of a reference standard test (Reitsma et al., 2009).  
  
  
6.9.3 Procedure  
  
Two researchers (the PhD student and one of her supervisors [KA]) watched the 
clip and jointly assessed the dentist using the tool. The researchers’ answers 
were used as panel consensus, and the students’ answers were compared to 
them.   
  
Student data had been collected through the earlier test-retest reliability 
assessment.   
  
As discussed earlier, the reference standard here was the two researchers’ 
answers, who watched the clip together and then answered the four questions  
(see the next page). The researchers deemed that the ‘right’ answers to assess 
the consultation using the newly developed tool were as noted in the table below:  
  
Table 6. 17: Panel answers taken as the ‘correct’ assessment of the consultation 
clip, highlighted blue  
For the next 2 items, we would like you to select one of the 2 statements 
(a or b) that you think best fitted the consultation.  
Item 1:  
a. This patient is unable to make decisions about treatment him- or 
herself 
b. This patient wishes to make decisions jointly with the dentist about 
treatment 
Item 2:  
a. The patient and the dentist both contributed to the final decision 





For the next 2 items, we would like you to select only the statements that 
you think applied to the consultation.  You may decide that both, either, 
or neither applied. 
Item 3:  
a. The dentist gave the patient information on all the different options 
available - neither 
Item 4:  
a. The dentist discussed with the patient the advantages and 
disadvantages of all the various options for the condition, 
including the no-treatment option - neither 
  
 For item 1, they selected b; for item 2, they selected a; for item 3, they selected  
‘not applicable’ by not ticking the statement; and for item 4, they also selected 
‘not applicable’. This method of assessing the validity of the test, although 
unconventional, was deemed appropriate in view of the lack of other comparable 
tests or measures and was seen to fit under the general definition of criterion 
validity.  
   
6.9.4 Findings  
  
The table below displays the number of students who answered the questions 
about the consultation the same way as the panel of two researchers.  
  
Table 6. 18: Number of students who used the tool to rate the consultation in 
the same way as the researcher panel  
Item  How many selected the correct answer  
Item 1   41 (73.2%)  
Item 2  55 (98.2%)  
Item 3  19 (33.9%)  






As the table indicates, most students selected the correct answer for items 1, 2 
and 4. The exception was item 3, ‘The dentist gave the patient information on all 
the different options available’, with only 33.9% of the students answering this 
question correctly. The correct answer was ‘no’, or in the way this item was 
presented in the questionnaire, students should not have ticked this statement, 
indicating that the dentist had not carried this out in the consultation   
   
6.9.5 Conclusion  
  
In general, dental students were able to accurately use the newly developed tool 
to assess a dentist’s performance during a visit. The only item the students had 
trouble answering correctly was the third item: ‘The dentist gave the patient 
information on all the different options available’. One possible explanation for 
this is that students might have assumed that the dentist, who had given the 
patient an option that seemed most suitable, had by definition given all options 
the patient needed. This finding goes back to the heart of PCC in dentistry and 
the difficulties inherent in how much information and choice patients are given. 
As the dentists interviewed in Study 1 explained, and has previous work has 
demonstrated (Asimakopoulou et al., 2014, Scambler et al., 2014), few patients 
want or are given all treatment options. To do so would potentially confuse the 
patient, risk dentist autonomy or risk the patient making a suboptimal choice.   
  
In conclusion, these assessments demonstrate that this newly developed tool is 
a valid and reliable short tool. Further validity assessments are needed to 
examine the applicability of this tool in different settings as well as to assess its 
validity among dentists with different specialities. This validation part of the thesis 
has some limitations.  
  
Ideally, this tool validation would have been carried out with practicing dentists by 
asking them to use this tool to assess their own performances after a visit. Due 
to time and budget constraints, it was decided to conduct this study using a 





than an actual consultation. The decision to use a video clip rather than a 
consultation was also made because of time and ethical constraints. Although not 
ideal, it provided data regarding whether this tool can produce accurate results 
when used by third-, fourth- and fifth-year dental students.  
  
Finally, although practical, using students to rate a third-party consultation might 
have suffered from low ecological validity and, as such, these findings need to be 
replicated with a ‘real-life’ consultation.   
 
Before concluding this chapter, a figure linking the three studies together is 
shown below.  This figure describes the different phases of this mixed method 
study and how the phases are all linked together. Figure 6.2 here shows a visual 
model of the exploratory sequential mixed method design used in this study. 
This visual model was adopted with slight modifications from Ivankova et al., 
(2006). However, it should be noted that in Ivankova et al., (2006) study, this 
model was used to describe an explanatory sequential design. Further, this 
figure differs from the one in Ivankova et al., (2006) paper in that the integration 
step was removed from the visual model shown here. The removal of this step 
was done as a result of this thesis adopting a mixed method approach in which 
the main purpose was for the qualitative phase to inform the quantitative phase. 
Integration of the two methods was not the aim and therefore the integration 






Figure 6. 2: Development of Self-reflection Tool for Dentists: Sequential 






6.10 Chapter conclusion  
  
This chapter has discussed the steps used to develop a short self-reflection tool 
for dentists and reported on the initial validation of this tool. The main points of 
this chapter are summarised as follow:  
• The tool was developed initially as a PCC measurement tool, with 13 items 
divided into four sections: patient, information, tools, and choice  
• Consideration of the literature review, the dentists’ preferences and the 
result of the content validity assessment led to a decision to test this tool 
as a self-reflection tool rather than as a self-assessment tool   
• The content, face, criterion validity and test-retest reliability as well as a 
pre-testing of the items in the tool suggested that generally, for a tool 
measuring a concept that experienced dentists still find ambiguous, the 












   





Chapter 7: Discussion and conclusion   
  
7.1 Introduction  
This thesis aims to address an important issue, namely the role of PCC in dental 
settings and the extent to which dentists might be interested in and benefit from 
becoming more aware of PCC in their everyday practice. Many organisations 
have advocated for the adoption of PCC, both for dentistry and for medical and 
nursing practices in general (IOM, 2001, NICE, 2012). However, detailed advice 
on how to practice PCC or a tool to aid such practice is not currently available to 
dental teams. Implementing the PCC approach in dental settings is a substantial 
project and needs to be studied from different angles, with attention to key players 
such as dentists, patients and policy makers.   
This is particularly important since this topic is understudied in dentistry. For 
example, a considerable number of the studies found on PCC in dentistry turned 
out to be more about quality care in general or more attentive to patients without 
really studying PCC as it is defined in the literature. This issue was made more 
difficult by the fact that PCC has been poorly defined in dentistry, with only a few 
models that could be classified as models of PCC (Kulich et al., 2000, Loignon et 
al., 2010, Apelian et al., 2014).  
In this study, the focus is dentists and how to aid them in becoming more patient-
centred. Different methods could have been used to arrive at this goal, for 
example studying which incentives are most likely to encourage dentists to be 
more patient-centred. However, to follow that approach would have been 
premature, as the literature review suggested that there was not much clarity 
regarding the actual meaning of PCC in practice. Incentivising for the practice of 
a vague concept would not have been productive.  
 It was judged that for the purpose of this thesis, the development of a self-
reflection tool for dentists based on a practical theoretical model of PCC would 





seen as potentially helpful as a means of helping dentists become more patient-
centred by having them reflect on their practices, with items to stimulate this 
reflection.  
This final chapter starts by outlining the contribution of each study to research 
and concludes with limitations and suggestions for future research.  
7.2 Contribution to knowledge of each individual study  
  
This section discusses the contribution to the literature as well as how the 
literature has informed these studies. The section is divided into three 
subsections, each of which outlines a study contribution to knowledge, beginning 
with a restating of the objectives followed by a discussion of how answering these 
objectives contributes to the literature.   
  
7.2.1 Dentists’ Perceptions of a Hierarchy of Patient-Centred Care: Qualitative 
Study Using Semi-Structured Interviews  
  
There were two main research questions in this study. The first one aimed to 
identify dentists’ views on the Scambler and Asimakopoulou (2014) hierarchy of 
PCC. While the second question aimed to determine dentists’ views on barriers 
to and facilitators of the adoption of the Scambler and Asimakopoulou (2014) 
hierarchy in a dental setting.  
The interviews were conducted to obtain information on whether the Scambler 
and Asimakopoulou (2014) hierarchy would be suitable as a model of PCC that 
would turn later into a tool from dentists’ perspectives. In addition, a discussion 
of the potential barriers and facilitators of this hierarchy in a dental setting was 
made. These interviews provided valuable information on how dentists view the 
PCC approach and which difficulties they anticipate facing when working to adopt 
it. Their views on this hierarchy as a model of PCC were mostly positive, with a 
preference for the third level from the hierarchy, in which information on the 
various options are given to the patient with a discussion of the advantages and 
disadvantages and in which both the dentist and the patient participate in the 





no option was given to the patient, and they also did not like a consultation in 
which the patient made the final decision himself or herself. Interviewed dentists 
also seemed to think this hierarchy and any tool developed based on it would be 
particularly useful for ‘other dentists’, namely those who recently started 
practicing and dental students. Previous research has indicated that HCPs were 
partial to shared decision-making, as opposed to a purely paternalistic approach 
or an approach in which patients are in full control of their care (Pollard et al., 
2015, Pieterse et al., 2008, McGuire et al., 2005). The dentists who were 
interviewed revealed similar preferences, citing the fear of losing their autonomy 
as dentists and the fact that even patients themselves were unlikely to want that 
much control. In the dentists’ view, the way the current health system is designed 
also makes the idea of patients in full control of their treatment highly difficult to 
implement. The addition to the literature here is that PCC for dentists needs to be 
balanced against issues of losing their autonomy by leaving the final choice to 
the patient without giving their suggestions and guiding the patient into selecting 
the ‘best clinical’ choice. Their loss of autonomy was not the only justification for 
their reluctance to leave the final choice in the hands of the patients; patients’ 
preferences to ask the dentist for his or her opinion and thoughts was also cited 
as a reason for not finding practice at the fourth level of the hierarchy to be 
practical or applicable.     
  
These interviews also demonstrated dentists’ views of both their own levels of 
practice and those of their colleagues, and whether they thought they had 
communicated well with their patients. Dentists were similar to other HCPs, 
including medical and dental students (Walfish et al., 2012, Davis et al., 2006, 
Tuncer et al., 2015, Pisklakov et al., 2014), in how they regarded their 
performance as superior to that of other dentists. Most rated themselves at the 
higher levels of the hierarchy while suggesting other dentists were more likely to 
practice at the level below the one they had selected to reflect their own practice. 
Nevertheless, they acknowledged that other dentists, especially nowadays, were 
less likely to practice at the lowest level, at which basic information but no choice 





dentists, like others (Stewart et al., 2008, Davies and Macfarlane, 2010), tend to 
have self-enhancing views about their practices that are likely to impact how PCC 
is eventually practiced. The novelty of these findings is that new knowledge that 
dentists hold similar self-enhancing views about their own practice as other 
professionals.  
  
In addition to providing some insights into dentists’ views on the hierarchy of PCC 
and PCC as a concept, these interviews yielded detailed information on the 
possible barriers and facilitators to the adoption of PCC in general, and of this 
model in particular. These interviews added a wealth of information to the small 
and still-developing pool of PCC in dentistry studies (Mills et al., 2014, Scambler 
et al., 2016). In this study, it was seen that although dentists acknowledged that 
they themselves might act as a barrier to the adoption of PCC, most of the barriers 
they listed were patient- and context-related. Issues such as using technical 
language with patients were mentioned both by dentists and in the literature by 
other HCPs, but the number of barriers that could be traced back to dentists was 
minute compared to the barriers that could be traced back to patients or the 
healthcare system. Furthermore, the interviews evidenced that the barriers such 
as time constraints and lack of patient interest in involvement that dentists face 
when adopting a more PCC approach were the same as those suggested by 
other HCPs, such as doctors and nurses (West et al., 2005, Say and Thomson, 
2003). Time in particular was an interesting barrier, as the results obtained here 
implied that money might buy patients more PCC care, as it buys more time with 
the dentist. This finding was particularly interesting in that dentists seem to be 
pulled into two opposite directions; the GDC expect them to be PCC, but the 
context in which they work some of the time (the NHS) seems to deny them the 
tool (time), which the dentists feel they need in order to be more PCC. Future 
work must address this paradox.  






7.2.2 Examination of Dental Students’ Assessment of Communication Skills 
Using a Medical Communication Competence Scale:  
  
For the second study (the cross-sectional survey), the objective was to gauge 
dental students’ awareness of good communication by having them assess the 
communication skills of a third party. This was done through an online survey in 
which students were asked to watch a video clip and then use the survey to score 
the dentist performance. The importance of evaluating dental students’ abilities 
to assess the communication skills was related to the importance of 
communication skills to the adoption of PCC (Tongue et al., 2005). In order to 
adopt this model and other models of PCC, dentists would need to understand 
what constitutes good communication. To impart information and discuss options 
with patients, they need the ability to listen, give information in a clear 
understandable way and interpret patient verbal and non-verbal cues.   
The main learning outcome from this study was to better understand the areas of 
communication that dental students might have some difficulty assessing and 
whether dental students have the ability to accurately assess another dentist. The 
study examined this by investigating whether the scores that dental students gave 
to a dentist-patient consultation were similar to the scores on his performance 
from an expert panel. The study found that the students tended to overrate most 
of the items in the communication scale, meaning they tended to rate the dentist’s 
performance favourably even when the dentist did not perform well. 
Nevertheless, they seemed able to detect some of the areas in which 
communication was performed poorly. There were also variations in students’ 
ability to recognise these areas, with some students faring better than others and 
rating the consultation similarly to how the researchers rated it.  
 
This is the first study to use a MCCS with dental students, and the scale items 
covered a range of communication skill areas, including information giving, 
information verifying, information seeking and socioemotional talks. Therefore, 
the work covered both the technical and psychosocial aspects of a visit. The study 





communication, but that the issue seemed to be that their standard against which 
they judged the skills of the dentist was lower than that of the experts. These 
were encouraging findings that suggest students could contribute to work to 
develop and potentially use a tool to support the practice of PCC.   
  
7.2.3 Development and initial validation of a PCC self-reflection tool for dentists:  
The final study comprised the development of a PCC self-reflection tool and the 
initial assessment of its validity and reliability. The objective was to develop and 
validate a PCC self-reflection tool that could be used by dentists to help them be 
more self-aware of how much choice and information they provide their patients. 
The result of this study was a tool that initially contained 13 items that were 
divided into four sections: patient, information, tools and choice. The patient 
section concerned patient preferences regarding their desired amount of 
involvement in a visit; it also covered whether they are able to make decisions 
regarding treatment. Patient preferences and mental capacity have sometimes 
been cited as reasons why HCPs cannot practice a more PCC approach (Gravel 
et al., 2006, Légaré and Thompson-Leduc, 2014).   
Acknowledging this issue by adding the patient section might encourage dentists 
to think more actively about the preferences of each patient rather than assuming 
that the patient is not interested in being part of the decision-making process or 
receiving all the relevant information. The second section, information, listed 
choices for how much information on different options the dentist gave the patient. 
The tools section asked whether the dentist discussed the advantages and 
disadvantages of the various options with the patient. The final section, choice, 
questioned whether the patient or the dentist made the final decision, or if they 
both contributed to the decision.   
This study assessed three types of validity: face validity, content validity and 
criterion validity. Although further validity tests still need to be carried out in the 
future, these types of validity tests were selected because they were the initial 
types of validity tests that must be conducted on a newly developed tool (Rattray 





evidence that the tool was acceptable. The number of the tool’s items was 
reduced from 13 to 6 based on the results of these tests. By calculating the 
agreement between the two times, the test-retest reliability of the developed tool 
was also assessed. The result of this assessment revealed that the tool met 
reliability requirements.  
  
The overall contribution of this thesis to knowledge  
Before this work took place, dentists had not been consulted on the feasibility of 
their using a theory-driven PCC tool in practice. This work developed such a tool 
that was firmly based not just on previous literature on PCC but also on a practical 
model of PCC and how practising dentists view it.  The tool was tested on student 
dentists and also benefitted from the experience of practising dentists in addition 
to formal reliability and validity tests. As such, the literature has now been 
enriched by a tool that might help dentists become more aware of PCC issues.  
In developing the tool, it was necessary to explore the communication skills of 
dentistry students. The research has found that dentists appreciated the 
importance of good communication to practice PCC. The study that examined 
this (study 2) has reported that although dental students seemed to be assessing 
the communication skills of another dentist more positively than an expert panel, 
they were able to assess the general patterns of communication in similar ways 
as an expert panel.   
  
7.3 Practice implications  
7.3.1 Study 1: Dentists’ Perceptions of a Hierarchy of Patient-Centred Care: 
Qualitative Study Using Semi-Structured Interviews  
  
The semi-structured interviews provided insight into barriers and facilitators 
relating to the adoption of a PCC hierarchy in a dental setting, from practicing 
dentists’ own perspectives. This information could be used to help policy-makers 
design a plan to facilitate the implementation of PCC or write guidelines for 





with guidelines that call for more patient-centredness among dentists is that these 
guidelines provide information to the dentists on how to be patient-centred (NICE, 
2012, Department of Health, 2010, GDC, 2013), yet the information is fragmented 
and scattered across a number of pages, so the dentist must progress through 
more than one web screen in order to get the whole picture. Additionally, most of 
these guidelines need further elaboration, particularly since the concept of PCC 
is still relatively new in dentistry (Apelian et al., 2014, Scambler et al., 2014) and 
most of the more detailed information refers dentists to the general guidelines for 
HCPs. Developing guidelines specifically for dentists and dental teams might not 
be needed, but this cannot be ascertained without studying the adoptability of the 
concept from the perspective of dentists.   
  
Making use of the in-depth information that dentists provided in these interviews 
could be helpful in developing more detailed reference guidelines for dentists that 
describe the step-by-step adoption of PCC in dental settings. Then again, it could 
also justify the use of generic guidelines for HCPs. In addition, by gathering 
dentists’ opinions and views on PCC and its barriers and facilitators in a dental 
setting, those guidelines could be more realistic and applicable in the context of 
dental settings.  
  
7.3.2 Study 2: Examination of Dental Students’ Assessment of Communication 
Skills Using a Medical Communication Competence Scale  
  
Examining dental students’ abilities to assess the communication competence of 
another dentist indicated areas in which dental students themselves might need 
help; if they gave a high rating to an item in which the dentist did not do well, it 
could mean they viewed this as an acceptable way of conducting a consultation. 
By highlighting these areas, educators can focus on them more directly, ensuring 
that these skills are taught as part of the curriculum and that students are given 
the opportunity to practice them and informed of the ideal way of practice in 
relation to these items. In addition, it could offer an idea of whether dental 





nurturing, especially since peer assessment is one of the commonly used 
assessment methods in dental settings (Henzi et al., 2006).   
  
7.3.3 Study 3: Development and initial validation of a PCC self-reflection tool for 
dentists  
  
Dentists could use the developed self-reflection tool themselves after each visit 
to determine how well they provided information and choice to patients. 
Considering that the final version of the tool consists of only six items, filling it in 
would not take much time, and with repeated use dentists might be able to reflect 
on their own performance without referring to the tool. The tool could also be used 
for research purposes in future studies, as dentists’ performance could be 
followed up on by comparing their awareness across a number of visits or with 
different patients in order to identify any trends or special cases. This 
selfawareness tool was developed to be generic and not for a particular speciality. 
It was designed for use by dentists from different specialities, and the dentists 
who were involved in the development process reflected this, having come from 
a range of specialities including general practice. Finally, the importance of this 
tool is that it is the first English PCC tool developed for dentists based on a PCC 
model that advocates for giving information and choice as a measure of PCC. It 
should be noted that there are tools available for dentists and patients to assess 
different aspects of communication in a dental consultation (Wener et al., 2011, 
Theaker et al., 2000), but none of these tools was developed specifically in 
relation to PCC.  
  
7.4 Limitations and future research  
  
There are a number of limitations in this study, most of which were discussed in 
greater detail in the relevant study chapter. One of the most serious limitations of 
this thesis was the representativeness of the sample in the studies. Both dentists 
and dental students who were involved in the three studies were recruited from 





wider population. Although some of the dentists practiced in other settings, they 
were still linked to the college (as clinical teachers), so they may not be 
representative of the average dentist in a clinic. The topic guide that was written 
for this study could be used to conduct interviews with dentists practicing in other 
settings, including in general practice, and to compare their views with those 
reported here to identify divergences. This could contribute to an understanding 
of the effect of context and its influences on dentists’ views and understandings 
of PCC. Moreover, it could identify any other barriers or facilitators that are 
specific to a particular setting. All this information could then be used to develop 
tailored plans to improve the adoption of a PCC process in different settings.  The 
information that dentists provided could also assist other researchers in 
developing a PCC instrument for assessment that a third party or dentists 
themselves can employ as a measurement tool compared to the self-awareness 
tool developed in this study.  
  
Finally, in addition to asking dentists, consulting patients about their 
understanding of the concept, whether they think their dentists are patientcentred 
and what they would like to see during a consultation could build a more 
comprehensive view of PCC and its applicability to dentistry; it could also help 
compare the barriers from dentists’ perspectives to those from patients’ 
perspectives to determine if there are any similarities or differences and to 
understand how these could affect the implementation of this approach. The view 
taken in this thesis was that involving patients would have been premature; 
however, given this work, future work should seek to do this.  
  
As for the development and validation of the PCC self-reflection tool for dentists, 
due to the design of the tool, it was difficult to assess all types of validity. The tool 
started off as a measurement tool but, following feedback from its intended users, 
turned into more of a guide than an actual assessment tool. Because of a lack of 
numerical scores, the construct validity of the tool was not assessed, as no similar 
tool was found because of the lack of scoring and the lack of a tool with the same 





Also, due to practical constraints, a dental student sample was used to assess 
the criterion validity and the test-retest reliability instead of dentists themselves.  
Furthermore, the tool should ideally assess one’s own performance rather than 
the performance of another dentist, but this was also difficult to evaluate, and 
dental students were asked to assess the performance of another dentist for the 
criterion validity and the test-retest reliability.  
  
For future research, conducting think-aloud sessions with potential users could 
be helpful in obtaining more detailed feedback. This would include questions such 
as why they like a question and feel it should be included, which was an issue 
that was not examined in this thesis. This process could help evaluate the 
response process for the developed tool (Cook and Beckman, 2006). Even 
though a content validity assessment was performed, it was difficult to understand 
the reasoning and the justifications that dentists claimed when they rated an item 
as relevant or representative. It might also prove useful to ask a number of 
dentists to pilot the tool by having them fill it in after visits and then report back 
on how easy, difficult or beneficial it was for them.  
  
Testing the tool’s sensitivity with a particular speciality to identify necessary 
modifications to it and then incorporating them into the tool could help tailor the 
tool to specific dentists and cater to their particular needs based on the contexts 
in which they practice.    
  
Developing guidelines to accompany the tool, which might include clinical 
examples for each item in the tool, could help dentists in comparing their own 
practice against the clinical example provided. These examples could also assist 
them by demonstrating how each level could be achieved in practice.   
A RCT to assess whether using the tool does in fact make dentists more 
selfaware of PCC would be the next step in this programme of research. The 
work could be undertaken with dentists at different points in their careers and with 
different types of patients. Such work would assess the tool’s ability to change 





Finally, an electronic version of the tool could be developed and incorporated 
into electronic medical records in which dentists would need to complete the 
form as part of the visit for each patient. This information could be used to assess 
dentists’ styles of communication, whether they are more compatible with a 
particular type of patient over others and whether they practice in a way that 
follows the guidelines suggested by NICE (2012).   
 
In summary, these are the main recommendations for future work: 
• Conducting semi-structured interviews with dentists from different areas 
and practices to explore and identify any issues particular to them.  
• Conducting semi-structured interviews with patients to explore their views 
and understandings of the concept of PCC and what this concept means 
to them.  
• Exploring patients’ preferences in relation to information to be given and 
participation in decision-making. 
• Further, it might be useful to explore patients’ preferences taking into 
consideration the type of dental issues they came for and the settings 
where they are being treated. 	
• Development of an e-version of the tool for routine usage by dentists and 
dental students.  
• Assessing the feasibility of using the e-version of the tool for teaching and 
evaluation purposes.  













7.5 Conclusion  
  
The overall aim of this thesis has been the development and initial validation of a 
PCC tool for dentists. The goal of this tool is to serve as one of the many steps 
towards achieving a more patient-centred culture in dental settings. Patients’ 
rights and the call for a greater adoption of this approach by many governing 
organisations were the main two motivations for this research. Adding in the many 
positive outcomes that have resulted from implementing this approach (Apelian 
et al., 2014, Bertakis and Azari, 2011a, Rathert et al., 2013), it was felt that this 
was a crucial time for dentistry to advance to the level of other medical fields by 
examining the issues of implementation related to the PCC approach and its 
definition. The main findings of the three studies in this thesis could be 
summarised as follows:  
• The interviewed dentists understood the importance of a model of PCC for 
dentistry and for developing a tool based on this model. As in previous 
research, they identified barriers that they felt would hinder their adoption of 
PCC. The novel finding here was an unrealistic optimistic belief about their 
own ability to deliver PCC. The thesis has added to our understanding of the 
dentist perspective on PCC and has laid the foundations for future research 
with patients. Patients’ understanding or expectation of PCC in dentistry 
needs to be examined next to establish where dentists’ and patients’ views of 
PCC converge.  
• Dental students can generally differentiate between different aspects of 
communication, but their assessment of quality of dentist-patient 
communication shows room for improvement.  Communication skills training 
for dental students in the curriculum should consider not just the different 
functions of communication but ways to raise students’ understanding of the 
quality of such communication.  
• A brief PCC self-reflection tool for dentists was developed based on dentists’ 
views and a practical model of PCC. The test-retest reliability, content validity, 
face validity and criterion validity of the tool were assessed and revealed that 





version of the tool for routine use by dentists and dental students. Such a tool 
could be reasonably included in dentists’ Continuing Professional 
Development (CPD).  
  
In conclusion, this thesis addressed an important issue, patients are being 
encouraged to actively participate in the consultation (NICE, 2012) and for that to 
happen it is essential that dentists have the skills to enable patients to participate 
in the consultation. Tying this in with personalised medicine and the need to 
ensure care meets the needs of, and is acceptable to, the patient. Particularly 
important as we move from acute to long term conditions. All these can be 
addressed through encouraging the practice of PCC which promotes not only 
good quality care, trust, and the use of a holistic approach when treating the 
patient but also the importance of information and choice. This tool is one way to 
aid this process.   


















References   
Agency for Healthcare Research and Quality. 2014. CAHPS®: Assessing Health Care Quality 
from the Patient's Perspective. Agency for Healthcare Research and Quality. AHRQ Pub. No. 
14-P004-EF. Available at: 
https://www.ahrq.gov/sites/default/files/wysiwyg/cahps/about-
cahps/cahpsprogram/14-p004_cahps.pdf. [Accessed 05 Feb. 2017]  
Aita, V., McIlvain, H., Backer, E., McVea, K. & Crabtree, B. 2005. Patient-centered care 
and communication in primary care practice: what is involved? Patient Education and 
Counseling, 58, 296-304.  
Allen, M. J. & Yen, W. M. 2001. Introduction to measurement theory. Long Grove: Waveland 
Press.  
Almalki, M., FitzGerald, G. and Clark, M. 2011. Health care system in Saudi Arabia: an 
overview/Aperçu du système de santé en Arabie saoudite. Eastern Mediterranean 
Health Journal, 17(10), p.784. 
Alyasin, A. and Douglas, C. 2014. Reasons for non-urgent presentations to the emergency 
department in Saudi Arabia. International Emergency Nursing, 22(4), pp.220-225. 
Anderson, R. 2004. Patient expectations of emergency dental services: a qualitative 
interview study. British Dental Journal, 197, 331.  
Angelopoulou, P., Kangis, P. & Babis, G. 1998. Private and public medicine: a comparison 
of quality perceptions. International Journal of Health Care Quality Assurance Incorporating 
Leadership in Health Services, 11, 14-20.  
Anthoine, E., Moret, L., Regnault, A., Sébille, V. and Hardouin, J.B. 2014. Sample size used 
to validate a scale: a review of publications on newly-developed patient reported 
outcomes measures. Health and Quality Of Life Outcomes, 12(1), p.2. 
Apelian, N., Vergnes, J.-N. & Bedos, C. 2014. Humanizing clinical dentistry through a 
person-centred model. International Journal of Whole Person Care, 1.  
Aragones, A., Schaefer, E.W., Stevens, D., Gourevitch, M.N., Glasgow, R.E. and Shah, 
N.R., 2008. Validation of the Spanish translation of the Patient Assessment of 
Chronic Illness Care (PACIC) survey. Preventing Chronic Disease, 5(4), pp.A113-A113. 
Asimakopoulou, K., Gilbert, D., Newton, P. & Scambler, S. 2012a. Back to basics: 
Reexamining the role of patient empowerment in diabetes. Patient Education and 
Counseling,, 86, 281-3.  
Asimakopoulou, K., Gupta, A. & Scambler, S. 2014. Patient-centred care: barriers and 
opportunities in the dental surgery. Community Dentistry and Oral Epidemiology, 42, 
603-610.  
Asimakopoulou, K., Newton, P., Sinclair, A. & Scambler, S. 2012b. Health care 
professionals’ understanding and day-to-day practice of patient empowerment in 
diabetes; time to pause for thought? Diabetes Research and Clinical Practice, 95, 224-
229.  
Asimakopoulou, K. & Scambler, S. 2013. The role of information and choice in patient-
centred care in diabetes: a hierarchy of patient-centredness. European Diabetes 
Nursing, 10, 58-62.  
Aspers, P. 2009. Empirical phenomenology: A qualitative research approach (The Cologne 
Seminars). Indo-Pacific Journal of Phenomenology, 9, 1-12.  
Ayn, C., Robinson, L., Nason, A. & Lovas, J. 2017. Determining Recommendations for 
Improvement of Communication Skills Training in Dental Education: A Scoping 





Baars, J. E., Markus, T., Kuipers, E. J. & Van Der Woude, C. J. 2010. Patients’ preferences 
regarding shared decision-making in the treatment of inflammatory bowel disease: 
results from a patient-empowerment study. Digestion, 81, 113-119.  
Bachmann, C., Abramovitch, H., Barbu, C. G., Cavaco, A. M., Elorza, R. D., Haak, R., 
Loureiro, E., Ratajska, A., Silverman, J. & Winterburn, S. 2013. A European 
consensus on learning objectives for a core communication curriculum in health 
care professions. Patient Education and Counseling, 93, 18-26.  
Baker, S. E. & Edwards, R. 2012. How many qualitative interviews is enough?: Southampton: 
National Centre for Research Methods 
Baker, C., Wuest, J. and Stern, P.N. 1992. Method slurring: the grounded 
theory/phenomenology example. Journal of advanced nursing, 17(11), pp.1355-1360. 
Balint, E. 1969. The possibilities of patient-centered medicine. The Journal of the Royal College 
of General Practitioners, 17, 269.  
Balint, M. 1955. The doctor, his patient, and the illness. Lancet, 268, 683-8.  
Bannigan, K. & Watson, R. 2009. Reliability and validity in a nutshell. Journal of Clinical 
Nursing, 18, 3237-3243.  
Barbour, R. S. 1999. The case for combining qualitative and quantitative approaches in 
health services research. Journal of Health Services Research & Policy, 4, 39-43.  
Baribeau, D. A., Mukovozov, I., Sabljic, T., Eva, K. W. & Delottinville, C. B. 2012. Using 
an objective structured video exam to identify differential understanding of aspects 
of communication skills. Medical Teacher, 34, e242-e250.  
Barnard, A., McCosker, H. and Gerber, R. 1999. Phenomenography: a qualitative research 
approach for exploring understanding in health care. Qualitative Health Research, 9(2), 
pp.212-226. 
Bastiaens, H., Van Royen, P., Pavlic, D. R., Raposo, V. & Baker, R. 2007. Older people's 
preferences for involvement in their own care: a qualitative study in primary health 
care in 11 European countries. Patient Education and Counseling, 68, 33-42.  
Beck, C. T. & Gable, R. K. 2001. Ensuring content validity: an illustration of the process. 
Journal of Nursing Measurement, 9, 201-15.  
Bedos, C. & Loignon, C. 2011. Patient-centred approaches: new models for new 
challenges. Journal of the Canadian Dental Association, 77, b88.  
Benbassat, J., Pilpel, D. & Tidhar, M. 1998. Patients' preferences for participation in clinical 
decision making: A review of published surveys. Behavioral Medicine, 24, 81-88.  
Bensing, J. 2000. Bridging the gap. The separate worlds of evidence-based medicine and 
patient-centered medicine. Patient Education and Counseling,, 39, 17-25.  
Berendes, S., Heywood, P., Oliver, S. & Garner, P. 2011. Quality of Private and Public 
Ambulatory Health Care in Low and Middle Income Countries: Systematic Review 
of Comparative Studies. Plos Medicine, 8.  
Berger, R. 2015. Now I see it, now I don’t: Researcher’s position and reflexivity in 
qualitative research. Qualitative Research, 15, 219-234.  
Berghout, M., Van Exel, J., Leensvaart, L. & Cramm, J. M. 2015. Healthcare professionals' 
views on patient-centered care in hospitals. BMC Health Services Research, 15, 385.  
Bertakis, K. D. & Azari, R. 2011a. Determinants and outcomes of patient-centered care. 
Patient Education and Counseling, 85, 46-52.  
Bertakis, K. D. & Azari, R. 2011b. Patient-centered care is associated with decreased health 
care utilization. The Journal of the American Board of Family Medicine, 24, 229-239. 
Berwick, D. M. 2009. What ‘patient-centered’ should mean: confessions of an 





Bonney, A., Phillipson, L., Reis, S., Jones, S. C. & Iverson, D. 2009. Patients' attitudes to 
general practice registrars: a review of the literature. Education for Primary Care, 20, 
371-8.  
Boon, H. & Stewart, M. 1998. Patient-physician communication assessment instruments::  
1986 to 1996 in review. Patient Education and Counseling, 35, 161-176.  
Borkan, J. M. 2004. Mixed methods studies: a foundation for primary care research. The 
Annals of Family Medicine, 2, 4-6.  
Borrell-Carrió, F., Suchman, A. L. & Epstein, R. M. 2004. The biopsychosocial model 25 
years later: principles, practice, and scientific inquiry. The Annals of Family Medicine, 
2, 576-582.  
Boult, C., Reider, L., Frey, K., Leff, B., Boyd, C. M., Wolff, J. L., Wegener, S., Marsteller, J., 
Karm, L. & Scharfstein, D. 2008. Early effects of "Guided Care" on the quality of 
health care for multimorbid older persons: a cluster-randomized controlled trial. 
The journals of Gerontology. Series A, Biological Sciences and Medical Sciences, 63, 321-7.  
Bowling, A. 2014. Research methods in health: investigating health and health services. UK: McGraw-
Hill Education.  
Bowling, A., Rowe, G., Lambert, N., Waddington, M., Mahtani, K., Kenten, C., Howe, A.  
& Francis, S. 2012. The measurement of patients’ expectations for health care: a 
review and psychometric testing of a measure of patients’ expectations. Health 
Technology Assessment, 16(30), 1–509. 
Bradbury-Jones, C., 2007. Enhancing rigour in qualitative health research: exploring 
subjectivity through Peshkin's I's. Journal of Advanced Nursing, 59(3), pp.290-298.  
Bray, A., Chhun, A., Donkersgoed, R., Hoover, S. & Levitan, S. 2009. An evidence-based report 
investigating the most effective method to reduce dental anxiety. Toronto, Canada: University 
of Toronto.  
Brédart, A., Kop, J. L., Fiszer, C., Sigal-	Zafrani, B. & Dolbeault, S. 2015. Breast cancer 
survivors' perceived medical communication competence and satisfaction with care 
at the end of treatment. Psycho-	Oncology, 24, 1670-1678.  
Britten, N. 1995. Qualitative interviews in medical research. British Medical Journal, 311, 251-
3.  
Burchard, K. W. & Rowland-Morin, P. A. 1990. A new method of assessing the 
interpersonal skills of surgeons. Academic Medicine, 65, 274-276.  
Butow, P. N., Maclean, M., Dunn, S. M., Tattersall, M. H. N. & Boyer, M. J. 1997. The 
dynamics of change: Cancer patients' preferences for information, involvement and 
support. Annals of Oncology, 8, 857-863.  
Byrne, P. S. & Long, B. E. 1976. Doctors talking to patients. A study of the verbal behaviour of 
general practitioners consulting in their surgeries. London: HMSO. 
 Canales, M.K. and Rakowski, W., 2006. Development of a culturally specific instrument 
for mammography screening: an example with American Indian women in 
Vermont. Journal of Nursing Measurement, 14(2), p.99. 
Casas, A., Troosters, T., Garcia-Aymerich, J., Roca, J., Hernandez, C., Alonso, A., Del 
Pozo, F., De Toledo, P., Anto, J. M., Rodriguez-Roisin, R. & Decramer, M. 2006. 
Integrated care prevents hospitalisations for exacerbations in COPD patients. 
European Respiratory Journal, 28, 123-30.  
Cegala, D. J. 1997. A study of doctors' and patients' communication during a primary care 
consultation: Implications for communication training. Journal of Health 





Cegala, D. J., Coleman, M. T. & Turner, J. W. 1998. The development and partial 
assessment of the medical communication competence scale. Health Communication, 
10, 261-88.  
Chalder, T., Berelowitz, G., Pawlikowska, T., Watts, L., Wessely, S., Wright, D. and 
Wallace, E.P., 1993. Development of a fatigue scale. Journal of Psychosomatic 
Research, 37(2), pp.147-153.  
Chan, L. K., Patil, N. G., Chen, J. Y., Lam, J. C., Lau, C. S. & Ip, M. S. 2010. Advantages of 
video trigger in problem-based learning. Medical Teacher, 32, 760-5.  
Chapple, H., Shah, S., Caress, A. L. & Kay, E. J. 2003. Exploring dental patients' preferred 
roles in treatment decision-making - a novel approach. British Dental Journal, 194, 
323-327.  
Charmel, P. A. & Frampton, S. B. 2008. Building the business case for patient-centered 
care. Healthcare Financial Management, 62, 80-5.  
Chen, Y. Y., Shek, D. T. & Bu, F. F. 2011. Applications of interpretive and constructionist 
research methods in adolescent research: philosophy, principles and examples. 
International Journal of Adolescent Medicine and Health, 23, 129-39.  
Chewning, B., Bylund, C. L., Shah, B., Arora, N. K., Gueguen, J. A. & Makoul, G. 2012. 
Patient preferences for shared decisions: A systematic review. Patient Education and 
Counseling, 86, 9-18.  
Choi, Y., Dodd, V., Watson, J., Tomar, S. L., Logan, H. L. & Edwards, H. 2008. 
Perspectives of African Americans and dentists concerning dentist-patient 
communication on oral cancer screening. Patient Education and Counseling, 71, 41-51.  
Clark, L. A. & Watson, D. 1995. Constructing validity: Basic issues in objective scale 
development. Psychological Assessment, 7, 309-319.  
Collins, D. 2003. Pretesting survey instruments: an overview of cognitive methods. Quality 
of Life Research, 12, 229-38.  
Cook, D. A. & Beckman, T. J. 2006. Current concepts in validity and reliability for 
psychometric instruments: theory and application. The American Journal of Medicine, 
119, 166. e7-166. e16.  
Couper, M. P. 2000. Review: Web surveys: A review of issues and approaches. The Public 
Opinion Quarterly, 64, 464-494.  
Cox, K., Britten, N., Hooper, R. & White, P. 2007. Patients' involvement in decisions about 
medicines: GPs' perceptions of their preferences. British Journal of General Practice, 
57, 777-784.  
Cox, J.L., Holden, J.M. and Sagovsky, R., 1987. Detection of postnatal depression. 
Development of the 10-item Edinburgh Postnatal Depression Scale. The British 
Journal of Psychiatry, 150(6), pp.782-786.  
Crawford, S. D., Couper, M. P. & Lamias, M. J. 2001. Web surveys - Perceptions of 
burden. Social Science Computer Review, 19, 146-162.  
Creswell, J. W. 1998. Qualitative inquiry and research design: choosing among five traditions. 
Thousand Oaks, CA: Sage Publications.  
Creswell, J. W. 2013. Research design: Qualitative, quantitative, and mixed methods approaches. 
Thousand Oaks, CA: Sage publications.  
Creswell, J. W., Fetters, M. D. & Ivankova, N. V. 2004. Designing a mixed methods study 
in primary care. The Annals of Family Medicine, 2, 7-12.  
Creswell, J. W., Plano Clark, V. L., Gutmann, M. L. & Hanson, W. E. 2003. Advanced 
mixed methods research designs, in Tashakkori, A. and Teddlie, C. eds., Handbook 





Creswell, J. W. & Poth, C. N. 2017. Qualitative inquiry and research design: Choosing among five 
approaches. Thousand Oaks, CA: Sage publications.  
Crowe, S., Cresswell, K., Robertson, A., Huby, G., Avery, A. & Sheikh, A. 2011. The case 
study approach. BMC Medical Research Methodology, 11, 100.  
Curry, L. A., Krumholz, H. M., O'Cathain, A., Plano Clark, V. L., Cherlin, E. & Bradley, E. 
H. 2013. Mixed methods in biomedical and health services research. Circulation: 
Cardiovascular Quality and Outcomes, 6, 119-23.  
Curry, L. A., Nembhard, I. M. & Bradley, E. H. 2009. Qualitative and Mixed Methods 
Provide Unique Contributions to Outcomes Research. Circulation, 119, 1442-1452.  
Czaja, R. 1998. Questionnaire pretesting comes of age. Marketing Bulletin-Department of 
Marketing Massey University, 9, 52-66.  
Dardas, A. Z., Stockburger, C., Boone, S., An, T. & Calfee, R. P. 2016. Preferences for 
Shared Decision Making in Older Adult Patients with Orthopedic Hand 
Conditions. Journal of Hand Surgery-American Volume, 41, 978-987.  
Davidsen, A.S., 2013. Phenomenological approaches in psychology and health 
sciences. Qualitative research in psychology, 10(3), pp.318-339. 
Davies, A. 1999. Dictionary of language testing, Cambridge University Press.  
Davies, B. & Macfarlane, F. 2010. Clinical decision making by dentists working in the NHS 
General Dental Services since April 2006. British Dental Journal, 209, E17-E17.  
Davis, D. A., Mazmanian, P. E., Fordis, M., Van Harrison, R., Thorpe, K. E. & Perrier, L. 
2006. Accuracy of physician self-assessment compared with observed measures of 
competence: a systematic review. Journal of The American Medical Association, 296, 
1094-102.  
Davis, L. L. 1992. Instrument review: Getting the most from a panel of experts. Applied 
Nursing Research, 5, 194-197.  
De Haes, H. 2006. Dilemmas in patient centeredness and shared decision making: A case 
for vulnerability. Patient Education and Counseling, 62, 291-298.  
Denig, P., Schuling, J., Haaijer-Ruskamp, F. & Voorham, J. 2014. Effects of a patient 
oriented decision aid for prioritising treatment goals in diabetes: pragmatic 
randomised controlled trial. British Medical Journal, 349, g5651.  
Department of Health. 2010. Equity and excellence: Liberating the NHS. London: The 
stationery office. Available at:  
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file 
/213823/dh_117794.pdf. [Accessed 05 Mar. 2014]   
Department of Health. 2012. NHS Patient Experience Framework. Available at:  
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file 
/215159/dh_132788.pdf. [Accessed 05 Mar. 2014]  
Devellis, R. F. 2016. Scale development: Theory and applications. Thousand Oaks, CA Sage 
publications.  
DeVon, H. A., Block, M. E., Moyle-Wright, P., Ernst, D. M., Hayden, S. J., Lazzara, D. J., 
Savoy, S. M. & Kostas-Polston, E. 2007. A psychometric toolbox for testing 
validity and reliability. Journal of Nursing Scholarship, 39, 155-64.  
De Winter, J.C., 2013. Using the Student's t-test with extremely small sample sizes. Practical 
Assessment, Research & Evaluation, 18(10). 
Diamantopoulos, A., Reynolds, N. & Schlegelmilch, B. 1994. Pretesting in Questionnaire 
Design - the Impact of Respondent Characteristics on Error-Detection. Journal of 





Dowsett, S., Saul, J., Butow, P., Dunn, S., Boyer, M., Findlow, R. & Dunsmore, J. 2000. 
Communication styles in the cancer consultation: preferences for a patient-	centred 
approach. Psycho-	Oncology, 9, 147-156.  
Doyle, L., Brady, A.-M. & Byrne, G. 2009. An overview of mixed methods research. Journal 
of Research in Nursing, 14, 175-185.  
Draper, A. and Swift, J.A., 2011. Qualitative research in nutrition and dietetics: data 
collection issues. Journal of Human Nutrition and Dietetics, 24(1), pp.3-12. 
Drennan, J. 2003. Cognitive interviewing: verbal data in the design and pretesting of 
questionnaires. Journal of Advanced Nursing, 42, 57-63.  
Dunning, D., Heath, C. & Suls, J. M. 2004. Flawed Self-Assessment: Implications for 
Health, Education, and the Workplace. Psychological Science in the Public Interest, 5, 69-
106.  
Dwamena, F., Holmes-	Rovner, M., Gaulden, C. M., Jorgenson, S., Sadigh, G., Sikorskii, 
A., Lewin, S., Smith, R. C., Coffey, J. & Olomu, A. 2012. Interventions for 
providers to promote a patient-	centred approach in clinical consultations. The 
Cochrane Library.  
Edvardsson, D., Fetherstonhaugh, D., Nay, R. and Gibson, S., 2010. Development and 
initial testing of the Person-centered Care Assessment Tool (P-CAT). International 
Psychogeriatrics, 22(1), pp.101-108. 
Edwards, A. & Elwyn, G. 2004. Involving patients in decision making and communicating 
risk: a longitudinal evaluation of doctors' attitudes and confidence during a 
randomized trial. Journal of Evaluation in Clinical Practice, 10, 431-437.  
Edwards, A., Elwyn, G., Hood, K., Robling, M., Atwell, C., Holmes-Rovner, M., 
Kinnersley, P., Houston, H. & Russell, I. 2003. The development of COMRADE-a 
patient-based outcome measure to evaluate the effectiveness of risk communication 
and treatment decision making in consultations. Patient Education and Counseling, 50, 
311-22.  
Edwards, M., Davies, M. & Edwards, A. 2009a. What are the external influences on 
information exchange and shared decision-making in healthcare consultations: a 
meta-synthesis of the literature. Patient Education and Counseling, 75, 37-52.  
Edwards, P. J., Roberts, I., Clarke, M. J., Diguiseppi, C., Wentz, R., Kwan, I., Cooper, R., 
Felix, L. M. & Pratap, S. 2009b. Methods to increase response to postal and 
electronic questionnaires. The Cochrane Library.  
Egan, M., Kessler, D., Laporte, L., Metcalfe, V. & Carter, M. 2007. A pilot randomized 
controlled trial of community-based occupational therapy in late stroke 
rehabilitation. Topics in Stroke Rehabilitation, 14, 37-45.  
Elwyn, G., Edwards, A., Gwyn, R. & Grol, R. 1999. Towards a feasible model for shared 
decision making: focus group study with general practice registrars. British Medical 
Journal, 319, 7536.  
Elwyn, G., Edwards, A., Kinnersley, P. & Grol, R. 2000. Shared decision making and the 
concept of equipoise: the competences of involving patients in healthcare choices. 
British Journal of General Practice, 50, 892-+.  
Emanuel, E. J. & Emanuel, L. L. 1992. Four models of the physician-patient relationship. 
Journal of The American Medical Association, 267, 2221-6.  
Engel, G. L. 1980. The clinical application of the biopsychosocial model. American Journal of 
Psychiatry, 137, 535-544.  






Epstein, R. M. 2006. Making communication research matter: What do patients notice, 
what do patients want, and what do patients need? Patient Education and Counseling, 
60, 272-278.  
Epstein, R. M., Franks, P., Fiscella, K., Shields, C. G., Meldrum, S. C., Kravitz, R. L. & 
Duberstein, P. R. 2005. Measuring patient-centered communication in patient-
physician consultations: theoretical and practical issues. Social Science & Medicine, 61, 
1516-28.  
Ercikan, K. and Roth, W.M. 2009. Generalizing from educational research: Beyond qualitative and 
quantitative polarization. New York: Routledge.  
Eriksen, H. M., Bergdahl, J. & Bergdahl, M. 2008. A patient-centred approach to teaching 
and learning in dental student clinical practice. European Journal of Dental Education, 
12, 170-5.  
Feilzer, M. Y. 2010. Doing Mixed Methods Research Pragmatically: Implications for the 
Rediscovery of Pragmatism as a Research Paradigm. Journal of Mixed Methods 
Research, 4, 6-16.  
Fetters, M. D., Curry, L. A. & Creswell, J. W. 2013. Achieving Integration in Mixed  
Methods Designs-Principles and Practices. Health Services Research, 48, 2134-2156.  
Fink, A. & Litwin, M. S. 1995. How to measure survey reliability and validity. Thousand Oaks, CA: 
Sage.  
Firestone, W.A., 1993. Alternative arguments for generalizing from data as applied to 
qualitative research. Educational Researcher, 22(4), pp.16-23. 
Flynn, K. E., Smith, M. A. & Vanness, D. 2006. A typology of preferences for participation 
in healthcare decision making. Social Science & Medicine, 63, 1158-69.  
Fontana, M. & Wolff, M. 2011. Translating the caries management paradigm into practice: 
challenges and opportunities. Journal of the California Dental Association, 39, 702-8.  
Ford, S., Schofield, T. & Hope, T. 2003. Are patients' decision-making preferences being 
met? Health Expectations, 6, 72-80.  
Forman, J., Creswell, J.W., Damschroder, L., Kowalski, C.P. and Krein, S.L., 2008. 
Qualitative research methods: key features and insights gained from use in infection 
prevention research. American journal of infection control, 36(10), pp.764-771.  
Fowler, F. J. 1995. Improving survey questions: Design and evaluation. Thousand Oaks, CA: Sage.  
Fredericks, S., Lapum, J. & Hui, G. 2015.Examining the effect of patient-centered care on 
patient outcomes: a systematic review. Canadian Journal of Cardiology, 31, S18-S19.  
Fuertes, J. N., Mislowack, A., Bennett, J., Paul, L., Gilbert, T. C., Fontan, G. & Boylan, L. 
S. 2007. The physician-patient working alliance. Patient Education and Counseling, 66, 
29-36.  
Gabel, C. P., Melloh, M., Yelland, M., Burkett, B. & Roiko, A. 2011. Predictive ability of a 
modified Orebro Musculoskeletal Pain Questionnaire in an acute/subacute low 
back pain working population. Eur Spine J, 20, 449-57.  
Galassi, J. P., Schanberg, R. & Ware, W. B. 1992. The Patient Reactions Assessment: A 
brief measure of the quality of the patient-provider medical relationship. Psychological 
Assessment, 4, 346.  
GDC. 2005. Standards for dental professionals, General Dental Council UK.  
GDC. 2013. Standards for dental professionals, General Dental Council UK.  
Geer, J. G. 1988. What Do Open-Ended Questions Measure. Public Opinion Quarterly, 52, 
365-371.  
Gerteis M, Edgman-Levitan S, Daley J, Delbanco TL. 1993. Through the patient’s eyes: 





 Gibson, C. H. 1991. A concept analysis of empowerment. Journal of advanced nursing, 16, 
354-361.  
Golafshani, N. 2003. Understanding reliability and validity in qualitative research. The 
qualitative report, 8, 597-606.  
Gold, R., Reichman, M., Greenberg, E., Ivanidze, J., Elias, E., Tsiouris, A. J., Comunale, J. 
P., Johnson, C. E. & Sanelli, P. C. 2010. Developing a new reference standard: is 
validation necessary? Academic radiology, 17, 1079-1082.  
Graham, I. D., Logan, J., O’Connor, A., Weeks, K. E., Aaron, S., Cranney, A., Dales, R., 
Elmslie, T., Hebert, P. & Jolly, E. 2003. A qualitative study of physicians’ 
perceptions of three decision aids. Patient education and counseling, 50, 279-283.  
Graham, S. & Brookey, J. 2008. Do patients understand? The permanente journal, 12, 67.  
Grant, J. S. & Davis, L. L. 1997. Selection and use of content experts for instrument 
development. Research in Nursing & Health, 20, 269-274.  
Gravel, K., Légaré, F. & Graham, I. D. 2006. Barriers and facilitators to implementing 
shared decision-making in clinical practice: a systematic review of health 
professionals' perceptions. Implementation Science, 1, 16.  
Green, B. B., Cook, A. J., Ralston, J. D., Fishman, P. A., Catz, S. L., Carlson, J., Carrell, D., 
Tyll, L., Larson, E. B. & Thompson, R. S. 2008. Effectiveness of home blood 
pressure monitoring, Web communication, and pharmacist care on hypertension 
control: a randomized controlled trial. Journal of The American Medical Association, 
299, 2857-67.  
Greene, J.C., Caracelli, V.J. and Graham, W.F., 1989. Toward a conceptual framework for 
mixed-method evaluation designs. Educational evaluation and policy analysis, 11(3), 
pp.255-274. 
Greenfield, S., Kaplan, S. H., Ware, J. E., Yano, E. M. & Frank, H. J. 1988. Patients’ 
participation in medical care. Journal of general internal medicine, 3, 448-457.  
Griffin, S. J., Kinmonth, A.-L., Veltman, M. W., Gillard, S., Grant, J. & Stewart, M. 2004. 
Effect on health-related outcomes of interventions to alter the interaction between 
patients and practitioners: a systematic review of trials. The Annals of Family Medicine, 
2, 595-608.  
Grol, R. and Wensing, M.. 2000. The EUROPEP instrument. Nijmegen: Centre for Health 
Care Quality. 
 Gude, T., Finset, A., Anvik, T., Bærheim, A., Fasmer, O. B., Grimstad, H. & Vaglum, P. 
2017. Do medical students and young physicians assess reliably their self-efficacy 
regarding communication skills? A prospective study from end of medical school 
until end of internship. BMC medical education, 17, 107.  
Guest, G., Bunce, A. & Johnson, L. 2006. How many interviews are enough? An 
experiment with data saturation and variability. Field methods, 18, 59-82.  
Haddock, G. & Zanna, M. P. 1998. On the use of open-	ended measures to assess 
attitudinal components. British Journal of Social Psychology, 37, 129-149.  
Hannah, A., Millichamp, C. J. & Ayers, K. M. 2004. A communication skills course for 
undergraduate dental students. Journal of Dental Education, 68, 970-7.  
Hanson, W. E., Creswell, J. W., Clark, V. L. P., Petska, K. S. & Creswell, J. D. 2005. Mixed 
methods research designs in counseling psychology. Journal of Counseling Psychology, 
52, 224-235.  
Hardesty, D. M. & Bearden, W. O. 2004. The use of expert judges in scale development - 
Implications for improving face validity of measures of unobservable constructs. 





Harrison, D. A. & McLaughlin, M. E. 1991. Exploring the cognitive processes underlying 
responses to self-report instruments: effects of item context on work attitude 
measures.  Proceedings of the 1991 Academy of Management annual meetings. Academy of 
Management, 310-314.  
Haynes, S. N., Richard, D. & Kubany, E. S. 1995. Content validity in psychological 
assessment: A functional approach to concepts and methods. Psychological assessment, 
7, 238.  
Hellin, T. 2002. The physician-patient relationship: recent developments and changes. 
Haemophilia, 8, 450-4.  
Henzi, D., Davis, E., Jasinevicius, R. & Hendricson, W. 2006. North American dental 
students’ perspectives about their clinical education. Journal of Dental Education, 70, 
361-377.  
Hibbard, J. H., Stockard, J., Mahoney, E. R. & Tusler, M. 2004. Development of the 
Patient Activation Measure (PAM): conceptualizing and measuring activation in 
patients and consumers. Health Services Research, 39, 1005-26.  
Hill, K. M., Twiddy, M., Hewison, J. & House, A. O. 2014. Measuring patient-perceived 
continuity of care for patients with long-term conditions in primary care. BMC 
Family Practice, 15, 191.  
Hinkin, T. R. 1998. A Brief Tutorial on the Development of Measures for Use in Survey 
Questionnaires. Organizational Research Methods, 1, 104-121.  
Hinkin, T. R., Tracey, J. B. & Enz, C. A. 1997. Scale construction: Developing reliable and 
valid measurement instruments. Journal of Hospitality & Tourism Research, 21, 100120.  
Hofstede, S. N., Marang-Van De Mheen, P. J., Wentink, M. M., Stiggelbout, A. M., 
Vleggeert-Lankamp, C. L. A., Vlieland, T. P. M. V., Van Bodegom-Vos, L. & Grp, 
D. S. 2013. Barriers and facilitators to implement shared decision making in 
multidisciplinary sciatica care: a qualitative study. Implementation Science, 8.  
Horowitz, A. M. & Kleinman, D. V. 2008. Oral health literacy: the new imperative to better 
oral health. Dental Clinics of North America, 52, 333-344.  
Hottel, T. L. & Hardigan, P. C. 2005. Improvement in the interpersonal communication 
skills of dental students. Journal of Dental Education, 69, 281-284.  
Hughes, K. A. 2004. Comparing pretesting methods: Cognitive interviews, respondent 
debriefing, and behavior coding. Survey Methodology, 2, 1-20.  
Hyett, N., Kenny, A. & Dickson-Swift, V. 2014. Methodology or method? A critical review 
of qualitative case study reports. International journal of qualitative studies on health and 
well-being, 9, 23606.  
Institute of Medicine Committee on Quality of Health Care, A. 2001. Crossing the Quality 
Chasm: A New Health System for the 21st Century. Washington (DC): National 
Academies Press (US) Copyright 2001 by the National Academy of Sciences. All 
rights reserved.  
Ivankova, N.V., Creswell, J.W. and Stick, S.L. 2006. Using mixed-methods sequential 
explanatory design: From theory to practice. Field methods, 18(1), pp.3-20. 
Jewitt, C. 2012. An introduction to using video for research. National Centre for research 
methods. Available at: 
http://eprints.ncrm.ac.uk/2259/4/NCRM_workingpaper_0312.pdf . [Accessed 07 
Jan. 2016] 
Johnson, B. 2001. Toward a new classification of nonexperimental quantitative research. 





Johnson, B. R., Schwartz, A., Goldberg, J. & Koerber, A. 2006. A chairside aid for shared 
decision making in dentistry: a randomized controlled trial. Journal of dental education, 
70, 133-141.  
Johnson, R. B. & Onwuegbuzie, A. J. 2004. Mixed methods research: A research paradigm 
whose time has come. Educational researcher, 33, 14-26.  
Johnson, R. B., Onwuegbuzie, A. J. & Turner, L. A. 2007. Toward a Definition of Mixed 
Methods Research. Journal of Mixed Methods Research, 1, 112-133.  
Joosten, E. A., Defuentes-Merillas, L., De Weert, G., Sensky, T., Van Der Staak, C. & De 
Jong, C. A. 2008. Systematic review of the effects of shared decision-making on 
patient satisfaction, treatment adherence and health status. Psychotherapy and 
psychosomatics, 77, 219-226.  
Kaplan, S. H., Greenfield, S. & Ware, J. E., Jr. 1989. Assessing the effects of physician-
patient interactions on the outcomes of chronic disease. Medical Care, 27, S110-27.  
Keller, S., Martin, C. G. C., Evensen, C. T. & Mitton, R. H. 2009. The development and 
testing of a survey instrument for benchmarking dental plan performance Using 
insured patients' experiences as a gauge of dental care quality. Journal of the American 
Dental Association, 140, 229-237.  
Kelley, J. M., Kraft-Todd, G., Schapira, L., Kossowsky, J. & Riess, H. 2014. The influence 
of the patient-clinician relationship on healthcare outcomes: a systematic review 
and meta-analysis of randomized controlled trials. PloS one, 9, e94207.  
Kelley, K., Clark, B., Brown, V. & Sitzia, J. 2003. Good practice in the conduct and 
reporting of survey research. International Journal for Quality in health care, 15, 261-266. 
Kenealy, T., Goodyear-Smith, F., Wells, S., Arroll, B., Jackson, R. & Horsburgh, M. 2011.  
Patient preference for autonomy: does it change as risk rises? Family Practice, 28, 
541-544.  
Keszei, A. P., Novak, M. & Streiner, D. L. 2010. Introduction to health measurement 
scales. Journal of psychosomatic research, 68, 319-323.  
King’s College London and The King’s Fund. 2011. Research paper. What matters to 
patients: Developing the evidence base for measuring and improving patient 
experience. [Accessed 10 Apr. 2016]  
Kinmonth, A. L., Woodcock, A., Griffin, S., Spiegal, N. & Campbell, M. J. 1998. 
Randomised controlled trial of patient centred care of diabetes in general practice:  
impact on current wellbeing and future disease risk. British Medical Journal, 317, 
1202-1208.  
Kitson, A., Marshall, A., Bassett, K. & Zeitz, K. 2013. What are the core elements of 
patient-	centred care? A narrative review and synthesis of the literature from health 
policy, medicine and nursing. Journal of advanced nursing, 69, 4-15.  
Knight, R. Q., Waddimba, A. C., Foster, F., Alberts, B. & Sorensen, J. 2013. “Big Pros and 
Big Cons”: Factors Influencing Utilization of Shared Decision-Making in Low Back  
Pain from a Surgeon’s Perspective. Journal of Spine, 2: 146. 
Koch, T. & Harrington, A. 1998. Reconceptualizing rigour: the case for reflexivity. Journal of 
advanced nursing, 28, 882-890.  
Kulich, K. R., Berggren, U. & Hallberg, L. R. 2000. Model of the dentist-patient 
consultation in a clinic specializing in the treatment of dental phobic patients: a 
qualitative study. Acta Odontologica Scandinavica, 58, 63-71.  
Kulich, K. R., Berggren, U. & Hallberg, L. R. 2003. A qualitative analysis of patient-
centered dentistry in consultations with dental phobic patients. Journal of Health 





Kutner, J.S., Steiner, J.F., Corbett, K.K., Jahnigen, D.W. and Barton, P.L., 1999. 
Information needs in terminal illness. Social science & medicine, 48(10), pp.1341-1352. 
Laine, C. & Davidoff, F. 1996. Patient-centered medicine: a professional evolution. Journal 
of The American Medical Association, 275, 152-156.  
Lambert, V., Glacken, M. & McCarron, M. 2011. Employing an ethnographic approach: 
key characteristics. Nurse Researcher, 19, 17-24.  
Larivaara, P., Kiuttu, J. & Taanila, A. 2001. The patient-centred interview: the key to 
biopsychosocial diagnosis and treatment. Scandinavian Journal of Primary Health Care, 
19, 8-13.  
Larsen, D. L., Attkisson, C. C., Hargreaves, W. A. & Nguyen, T. D. 1979. Assessment of 
client/patient satisfaction: development of a general scale. Evaluation and program 
planning, 2, 197-207.  
Laverty, S.M. 2003. Hermeneutic phenomenology and phenomenology: A comparison of 
historical and methodological considerations. International journal of qualitative 
methods, 2(3), pp.21-35. 
Lee, J. Y., Rozier, R. G., Lee, S. Y. D., Bender, D. & Ruiz, R. E. 2007. Development of a 
Word Recognition Instrument to Test Health Literacy in Dentistry: The 
REALD30–A Brief Communication. Journal of public health dentistry, 67, 94-98.  
Lee, Y.-Y. & Lin, J. L. 2010. Do patient autonomy preferences matter? Linking patient 
centered care to patient–physician relationships and health outcomes. Social science 
& medicine, 71, 1811-1818.  
Legare, F., O'Connor, A. M., Graham, I. D., Saucier, D., Cote, L., Blais, J., Cauchon, M. & 
Pare, L. 2006. Primary health care professionals' views on barriers and facilitators to 
the implementation of the Ottawa Decision Support Framework in practice. Patient 
Education and Counseling, 63, 380-390.  
Legare, F., Ratte, S., Gravel, K. & Graham, I. D. 2008. Barriers and facilitators to 
implementing shared decision-making in clinical practice: Update of a systematic 
review of health professionals' perceptions. Patient Education and Counseling, 73, 
526535.  
Légaré, F. & Thompson-Leduc, P. 2014. Twelve myths about shared decision making. 
Patient Education and Counseling, 96, 281-286.  
Lehmann, E.L., 2012. “Student” and small-sample theory. In Selected works of EL Lehmann (pp. 
1001-1008). Boston, MA: Springer. 
Lerman, C. E., Brody, D. S., Caputo, G. C., Smith, D. G., Lazaro, C. G. & Wolfson, H. G.  
1990. Patients’ perceived involvement in care scale. Journal of General Internal 
Medicine, 5, 29-33.  
Lester S.  1999. An introduction to phenomenological research. Taunton, UK: Stan Lester 
Developments. 
Leung, J. T. Y. & Shek, D. T. L. 2011. Expecting my child to become "dragon" - 
development of the Chinese Parental Expectation on Child's Future Scale.  
International Journal on Disability and Human Development, .10, pp.  
Levinson, W. 2011. Patient-centred communication: a sophisticated procedure. British 
Medical Journal Quality & Safety; 20, 823-5.  
Levinson, W., Kao, A., Kuby, A. & Thisted, R. A. 2005. Not all patients want to participate 
in decision making. Journal of General Internal Medicine, 20, 531-535.  
Levinson, W., Lesser, C. S. & Epstein, R. M. 2010. Developing physician communication 





Levinson, W., Roter, D. L., Mullooly, J. P., Dull, V. T. & Frankel, R. M. 1997. Physician-
patient communication - The relationship with malpractice claims among primary 
care physicians and surgeons. Journal of the American Medical Association, 277, 553-559.  
Little, P., Everitt, H., Williamson, I., Warner, G., Moore, M., Gould, C., Ferrier, K. & 
Payne, S. 2001a. Observational study of effect of patient centredness and positive 
approach on outcomes of general practice consultations. British Medical Journal, 323, 
908-11.  
Little, P., Everitt, H., Williamson, I., Warner, G., Moore, M., Gould, C., Ferrier, K. & 
Payne, S. 2001b. Preferences of patients for patient centred approach to 
consultation in primary care: observational study. British Medical Journal, 322, 468-72.  
Loignon, C., Allison, P., Landry, A., Richard, L., Brodeur, J. M. & Bedos, C. 2010. 
Providing humanistic care: dentists' experiences in deprived areas. Journal of Dental 
Research, 89, 991-5.  
Lynn, M. R. 1986. Determination and Quantification of Content Validity. Nursing Research, 
35, 382-385.  
Mackenzie, N. & Knipe, S. 2006. Research dilemmas: Paradigms, methods and 
methodology. Issues in Educational Research, 16, 193-205.  
Maguire, P. & Pitceathly, C. 2002. Key communication skills and how to acquire them. 
British Medical Journal, 325, 697-700.  
Maly, R. C., Bourque, L. B. & Engelhardt, R. F. 1999. A randomized controlled trial of 
facilitating information giving to patients with chronic medical conditions: effects 
on outcomes of care. Journal of Family Practice, 48, 356-63.  
Marchini, L. 2014. Patients’ satisfaction with complete dentures: an update. Brazilian Dental 
Science, 17, 5-16.  
Marshall, G. 2005. The purpose, design and administration of a questionnaire for data 
collection. Radiography, 11, 131-136.  
Marshall, M. N. 1996. Sampling for qualitative research. Family Practice, 13, 522-525.  
Martin, D. J., Garske, J. P. & Davis, M. K. 2000. Relation of the therapeutic alliance with 
outcome and other variables: a meta-analytic review. Journal of Consulting and Clinical 
Psychology, 68, 43850.  
Mays, N. & Pope, C. 1995. Qualitative research: Observational methods in health care 
settings. British Medical Journal, 311, 182.  
McGuire, A. L., McCullough, L. B., Weller, S. C. & Whitney, S. N. 2005. Missed  
expectations?: physicians’ views of patients’ participation in medical decision-
making. Medical care, 43, 466-470.  
McKinstry, B. 2000. Do patients wish to be involved in decision making in the 
consultation? A cross sectional survey with video vignettes. British Medical Journal, 
321, 867-71.  
McLaughlin, M. C. 1971. Transmutation into protector of consumer health services. 
American Journal of Public Health, 61, 1996-2004.  
McMillan, S. S., Kendall, E., Sav, A., King, M. A., Whitty, J. A., Kelly, F. & Wheeler, A. J. 
2013. Patient-centered approaches to health care: a systematic review of 
randomized controlled trials. Medical Care Research and Review, 70, 567-596.  
Mead, N. & Bower, P. 2000. Patient-centredness: a conceptual framework and review of 
the empirical literature. Social Science & Medicine, 51, 1087-110.  
Mead, N. & Bower, P. 2002. Patient-centred consultations and outcomes in primary care: a 





Memarpour, M., Bazrafkan, L. & Zarei, Z. 2016. Assessment of dental students’ 
communication skills with patients. Journal of Advances in Medical Education & 
Professionalism, 4, 33.  
Michie, S., Miles, J. & Weinman, J. 2003. Patient-centredness in chronic illness: what is it 
and does it matter? Patient Education and Counseling, 51, 197-206.  
Miles, L. L. 2000. The patient-centered practice. Journal of the California Dental Association, 
28, 355-7.  
Mills, I., Frost, J., Cooper, C., Moles, D. R. & Kay, E. 2014. Patient-centred care in general 
dental practice-a systematic review of the literature. BMC Oral Health, 14, 1.  
Mills, I., Frost, J., Kay, E. & Moles, D. 2015. Person-centred care in dentistry-the patients' 
perspective. British Dental Journal, 218, 407-413.  
Mills, I., Frost, J., Moles, D. R. & Kay, E. 2013. Patient-centred care in general dental 
practice: sound sense or soundbite? British Dental Journal, 215, 81-5.  
Moen, T. 2006. Reflections on the narrative research approach. International Journal of 
Qualitative Methods, 5, 56-69.  
Moran, J., Bekker, H. & Latchford, G. 2008. Everyday use of patient-centred, motivational 
techniques in routine consultations between doctors and patients with diabetes. 
Patient Education and Counseling, 73, 224-31.  
Morgan, D. L. 1998. Practical strategies for combining qualitative and quantitative 
methods: Applications to health research. Qualitative health research, 8, 362-376.  
Morgan, S. & Yoder, L. H. 2012. A concept analysis of person-centered care. Journal of 
Holistic Nursing, 30, 6-15.  
Morse, J. M. & Field, P.-A. 1995. Nursing research: The application of qualitative approaches. 
Nelson Thornes.  
Morse, J.M.. 2003. Principles of mixed methods and multimethod research design, in 
Tashakkori, A. and Teddlie, C. eds., Handbook of mixed methods in social & behavioral 
research. Thousand Oaks, CA: Sage, pp.189-208. 
Naldemirci, Ö., Lydahl, D., Britten, N., Elam, M., Moore, L. & Wolf, A. 2016. Tenacious 
assumptions of person-centred care? Exploring tensions and variations in practice. 
Health:, 1363459316677627.  
National Institute for Health and Clinical Excellence (NICE). 2012. Patient experience in adult 
NHS services: improving the experience of care for people using adult NHS services. NICE 
clinical guideline [CG138]. Available at:  
https://www.nice.org.uk/guidance/cg138. [Accessed 15 May 2014]  
Nestel, D. & Betson, C. 1999. An evaluation of a communication skills workshop for 
dentists: cultural and clinical relevance of the patient-centred interview. British 
Dental Journal, 187, 385-8.  
Newton, J. & Brenneman, D. 1999. Communication in Dental Settings Scale (CDSS):  
Preliminary development of a measure to assess communication in dental settings. 
British Journal of Health Psychology, 4, 277-284.  
Newton, P., Scambler, S. and Asimakopoulou, K., 2011. Marrying contradictions: Healthcare 
professionals perceptions of empowerment in the care of people with Type 2 
Diabetes. Patient Education and Counseling, 85(3), pp.e326-e329. 
Nijhof, S. L., Bleijenberg, G., Uiterwaal, C. S., Kimpen, J. L. & Van De Putte, E. M. 2012. 
Effectiveness of internet-based cognitive behavioural treatment for adolescents 
with chronic fatigue syndrome (FITNET): a randomised controlled trial. Lancet, 





Norman, G. 2010. Likert scales, levels of measurement and the "laws" of statistics. Advances 
in Health Sciences Education, 15, 625-632.  
Nunnally, J. 1978. C.(1978). Psychometric theory. (2nd ed.). New York: McGraw-Hill. 
Nutting, P.A., Rost, K., Dickinson, M., Werner, J.J., Dickinson, P., Smith, J.L. and Gallovic, 
B., 2002. Barriers to initiating depression treatment in primary care practice. Journal 
of General Internal Medicine, 17(2), pp.103-111. 
O'Cathain, A., Murphy, E. & Nicholl, J. 2007. Why, and how, mixed methods research is 
undertaken in health services research in England: a mixed methods study. BMC 
Health Services Research, 7, 85.  
Onwuegbuzie, A.J. and Leech, N.L., 2007. Sampling designs in qualitative research: 
Making the sampling process more public. The qualitative report, 12(2), pp.238-254 
Palinkas, L.A., Aarons, G.A., Horwitz, S., Chamberlain, P., Hurlburt, M. and Landsverk, J., 
2011. Mixed method designs in implementation research. Administration and Policy in 
Mental Health and Mental Health Services Research, 38(1), pp.44-53. 
Patton, M. Q. 2002. Designing qualitative studies. Qualitative Research and Evaluation Methods, 
3, 230-246.  
Phillips, C. 1999. Patient-centered outcomes in surgical andorthodontic treatment.  Seminars 
in orthodontics. Elsevier, 223-230.  
Picker Institute Europe. 2005. Principles of Patient-centred care. Picker Institute Europe.  
Pieterse, A., Baas-Thijssen, M., Marijnen, C. & Stiggelbout, A. 2008. Clinician and cancer 
patient views on patient participation in treatment decision-making: a quantitative 
and qualitative exploration. British Journal of Cancer, 99, 875-882.  
Pisklakov, S., Rimal, J. & McGuirt, S. 2014. Role of self-evaluation and self-assessment in 
medical student and resident education. British J Education Society Behavioural Science, 
4, 1-9.  
Plano Clark, V.L., Huddleston-Casas, C.A., Churchill, S.L., O'Neil Green, D. and Garrett, 
A.L., 2008. Mixed methods approaches in family science research. Journal of Family 
Issues, 29(11), pp.1543-1566. 
Polit, D. F. & Beck, C. T. 2006. The content validity index: are you sure you know what's 
being reported? Critique and recommendations. Research in Nursing & Health, 29, 
489497.  
Polit, D. F. & Beck, C. T. 2010. Generalization in quantitative and qualitative research:  
Myths and strategies. International Journal of Nursing Studies, 47, 1451-1458.  
Polit, D. F., Beck, C. T. & Owen, S. V. 2007. Is the CVI an acceptable indicator of content 
validity? Appraisal and recommendations. Research in nursing & health, 30, 459-467.  
Politi, M. C., Dizon, D. S., Frosch, D. L., Kuzemchak, M. D. & Stiggelbout, A. M. 2013. 
Importance of clarifying patients' desired role in shared decision making to match 
their level of engagement with their preferences. British Medical Journal, 347.  
Pollard, S., Bansback, N. & Bryan, S. 2015. Physician attitudes toward shared decision 
making: A systematic review. Patient Education and Counseling, 98, 1046-1057.  
Ponterotto, J. G. 2005. Qualitative research in counseling psychology: A primer on research 
paradigms and philosophy of science. Journal of Counseling Psychology, 52, 126-136.  
Porter, S. R., Whitcomb, M. E. & Weitzer, W. H. 2004. Multiple surveys of students and 
survey fatigue. New Directions for Institutional Research, 2004, 63-73.  
Presser, S. & Blair, J. 1994. Survey Pretesting - Do Different Methods Produce Different 
Results. Sociological Methodology 1994, Vol 24, 24, 73-104.  
Presser, S., Couper, M. P., Lessler, J. T., Martin, E., Martin, J., Rothgeb, J. M. & Singer, E. 
2004. Methods for testing and evaluating survey questions. Public Opinion Quarterly, 





Pusic, A. L., Klassen, A. F., Scott, A. M., Klok, J. A., Cordeiro, P. G. & Cano, S. J. 2009. 
Development of a new patient-reported outcome measure for breast surgery: the 
BREAST-Q. Plastic and Reconstructive Surgery, 124, 345-353.  
Quinney, L., Dwyer, T. & Chapman, Y. 2016. Who, Where, and How of Interviewing 
Peers: Implications for a Phenomenological Study. Sage Open, 6.  
Raja, S., Shah, R., Hamad, J., Van Kanegan, M., Kupershmidt, A. & Kruthoff, M. 2015. 
Patients' Perceptions of Dehumanization of Patients in Dental School Settings: 
Implications for Clinic Management and Curriculum Planning. Journal of Dental 
Education, 79, 1201-7.  
Ramsay, J., Campbell, J. L., Schroter, S., Green, J. & Roland, M. 2000. The General Practice 
Assessment Survey (GPAS): tests of data quality and measurement properties. 
Family Practice, 17, 372-379.  
Rathert, C., Wyrwich, M. D. & Boren, S. A. 2013. Patient-Centered Care and Outcomes: A 
Systematic Review of the Literature. Medical Care Research and Review, 70, 351-379.  
Rattray, J. & Jones, M. C. 2007. Essential elements of questionnaire design and 
development. Journal of Clinical Nursing, 16, 234-43.  
Reinhardt, J. W. 2017. Current Status of Operation and Management of Dental School 
Clinics. Journal of Dental Education, 81, eS50-eS54.  
Reitsma, J. B., Rutjes, A. W., Khan, K. S., Coomarasamy, A. & Bossuyt, P. M. 2009. A 
review of solutions for diagnostic accuracy studies with an imperfect or missing 
reference standard. Journal of Clinical Epidemiology, 62, 797-806.  
Rhemtulla, M., Brosseau-Liard, P. E. & Savalei, V. 2012. When Can Categorical Variables 
Be Treated as Continuous? A Comparison of Robust Continuous and Categorical 
SEM Estimation Methods Under Suboptimal Conditions. Psychological Methods, 17, 
354-373.  
Rider, E. A., Hinrichs, M. M. & Lown, B. A. 2006. A model for communication skills 
assessment across the undergraduate curriculum. Medical Teacher, 28, e127-e134.  
Riley, J. L., 3rd, Gordan, V. V., Rindal, D. B., Fellows, J. L., Qvist, V., Patel, S., Foy, P., 
Williams, O. D. & Gilbert, G. H. 2012. Components of patient satisfaction with a 
dental restorative visit: results from the Dental Practice-Based Research Network. 
Journal of the American Dental Association 143, 1002-10.  
Ritchie, J., Lewis, J., Nicholls, C. M. & Ormston, R. 2013. Qualitative research practice: A guide 
for social science students and researchers. London: Sage. 
Robinson, C. H., Harrod, M., Kerr, E. A., Forman, J. H., Tremblay, A. & Rosland, A.-M. 
2016. Challenges to Meeting Access and Continuity Performance Measures in a  
Large Hospital-Based Primary Care Clinic Implementing the Patient-Centered 
Medical Home: A Qualitative Study. The Joint Commission Journal on Quality and Patient 
Safety, 42, 417-AP5.  
Robinson, J. H., Callister, L. C., Berry, J. A. & Dearing, K. A. 2008. Patient-centered care 
and adherence: definitions and applications to improve outcomes. Journal of the 
American Academy of Nurse Practitioners, 20, 600-7.  
Rocha, K. B., Rodríguez-Sanz, M., Pasarín, M. I., Berra, S., Gotsens, M. & Borrell, C. 2012. 
Assessment of primary care in health surveys: a population perspective. The 
European Journal of Public Health, 22, 14-19.  
Rosewilliam, S., Roskell, C. A. & Pandyan, A. D. 2011. A systematic review and synthesis 
of the quantitative and qualitative evidence behind patient-centred goal setting in 





Roter, D. & Larson, S. 2002. The Roter interaction analysis system (RIAS): utility and 
flexibility for analysis of medical interactions. Patient Education and Counseling, 46, 
243251.  
Roter, D. L., Hall, J. A., Kern, D. E., Barker, L. R., Cole, K. A. & Roca, R. P. 1995.  
Improving physicians' interviewing skills and reducing patients' emotional distress.  
A randomized clinical trial. Archives of internal medicine, 155, 1877-84.  
Roter, D. L., Stewart, M., Putnam, S. M., Lipkin, M., Jr., Stiles, W. & Inui, T. S. 1997.  
Communication patterns of primary care physicians. Journal of The American Medical 
Association, 277, 350-6.  
Rouse, R. A. & Hamilton, M. A. 1990. Dentists' technical competence, communication, 
and personality as predictors of dental patient anxiety. Journal of Behavioral Medicine, 
13, 307-319.  
Rowan, N. & Wulff, D. 2007. Using qualitative methods to inform scale development. The 
Qualitative Report, 12, 450-466.  
Royal, K.,2016. “Face validity” is not a legitimate type of validity evidence!. The American 
Journal of Surgery, 212(5), 1026-1027. 
Rozier, R. G., Horowitz, A. M. & Podschun, G. 2011. Dentist-patient communication 
techniques used in the United States The results of a national survey. Journal of the 
American Dental Association, 142, 518-530.  
Rubio, D. M., Berg-Weger, M., Tebb, S. S., Lee, E. S. & Rauch, S. 2003. Objectifying 
content validity: Conducting a content validity study in social work research. Social 
Work Research, 27, 94-104.  
Rutjes, A. W., Reitsma, J. B., Coomarasamy, A., Khan, K. S. & Bossuyt, P. M. 2007. 
Evaluation of diagnostic tests when there is no gold standard. A review of 
methods. Health Technology Assessment, 11, iii, ix-51.  
Safran, D. G., Kosinski, M., Tarlov, A. R., Rogers, W. H., Taira, D. A., Lieberman, N. & 
Ware, J. E. 1998. The Primary Care Assessment Survey: tests of data quality and 
measurement performance. Medical Care, 36, 728-739.  
Salant, P. & Dillman, D. A. 1994. How to conduct your own survey, Wiley.  
Salazar, M. S. 2015. The dilemma of combining positive and negative items in scales. 
Psicothema, 27, 192-199.  
Sandelowski, M. 1991. Telling stories: Narrative approaches in qualitative research. Journal 
of Nursing Scholarship, 23, 161-166.  
Sandelowski, M. 1995. Sample size in qualitative research. Research in Nursing & Health, 18, 
179-183.  
Sandvik, M., Eide, H., Lind, M., Graugaard, P. K., Torper, J. & Finset, A. 2002. Analyzing  
medical dialogues: strength and weakness of Roter’s interaction analysis system 
(RIAS). Patient Education and Counseling, 46, 235-241.  
Sato, T. & Ikeda, N. 2015. Test-taker perception of what test items measure: a potential 
impact of face validity on student learning. Language Testing in Asia, 5, 10.  
Say, R., Murtagh, M. & Thomson, R. 2006. Patients' preference for involvement in medical 
decision making: a narrative review. Patient Education and Counseling, 60, 102-14.  
Say, R. E. & Thomson, R. 2003. The importance of patient preferences in treatment 
decisions-challenges for doctors. British Medical Journal, 327, 542.  
Scambler, S. & Asimakopoulou, K. 2014. A model of patient-centred care - turning good 





Scambler, S., Delgado, M. & Asimakopoulou, K. 2016. Defining patient-centred care in 
dentistry? A systematic review of the dental literature. British Dental Journal, 221, 
477-484.  
Scambler, S., Gupta, A. and Asimakopoulou, K., 2015. Patient-centred care–what is it and 
how is it practised in the dental surgery?. Health Expectations, 18(6), pp.2549-2558. 
Scambler, S., Low, E., Zoitopoulos, L. & Gallagher, J. 2011. Professional attitudes towards 
disability in special care dentistry. Journal of Disability and Oral Health, 12, 51.  
Scambler, S., Newton, P., Sinclair, A. J. & Asimakopoulou, K. 2012. Barriers and 
opportunities of empowerment as applied in diabetes settings: a focus on health 
care professionals' experiences. Diabetes Research and Clinical Practice, 97, e18-22.  
Schirmer, J. M., Mauksch, L., Lang, F., Marvel, M. K., Zoppi, K., Epstein, R. M., Brock, D. 
& Pryzbylski, M. 2005. Assessing communication competence: A review of current 
tools. Family Medicine, 37, 184-192.  
Schouten, B. C., Hoogstraten, J. & Eijkman, M. A. 2003. Patient participation during dental 
consultations: the influence of patients' characteristics and dentists' behavior. 
Community Dentistry and Oral Epidemiology, 31, 368-77.  
Shaller, D. 2007. Patient-centered care: What does it take?, Commonwealth Fund New York.  
Shay, L. A. & Lafata, J. E. 2015. Where is the evidence? A systematic review of shared 
decision making and patient outcomes. Medical Decision Making, 35, 114-131.  
Sherman, J. J. & Cramer, A. 2005. Measurement of changes in empathy during dental 
school. Journal of Dental Education, 69, 338-45.  
Shi, L., Starfield, B. & Xu, J. 2001. Validating the adult primary care assessment tool. Journal 
of Family Practice, 50, 161-161.  
Sidani, S. & Fox, M. 2014. Patient-centered care: clarification of its specific elements to 
facilitate interprofessional care. Journal of Interprofessional Care, 28, 134-141.  
Sinnott, C., Mc Hugh, S., Browne, J. & Bradley, C. 2013. GPs' perspectives on the 
management of patients with multimorbidity: systematic review and synthesis of 
qualitative research. British Medical Journal Open, 3, e003610.  
Sireci, S. G. 1998. The construct of content validity. Social indicators research, 45, 83-117.  
Smith, J. K., Falvo, D., McKillip, J. & Pitz, G. 1984. Measuring Patient Perceptions of the 
Patient-Doctor Interaction Development of the PDIS. Evaluation & the Health 
Professions, 7, 77-94.  
Sofaer, S. 1999. Qualitative methods: what are they and why use them? Health Services 
Research, 34, 1101.  
Sondell, K. & Soderfeldt, B. 1997. Dentist-patient communication: a review of relevant 
models. Acta Odontologica Scandinavica, 55, 116-26.  
Starks, H. and Brown Trinidad, S., 2007. Choose your method: A comparison of 
phenomenology, discourse analysis, and grounded theory. Qualitative Health 
Research, 17(10), pp.1372-1380. 
Stewart, K., Gill, P., Chadwick, B. & Treasure, E. 2008. Qualitative research in dentistry. 
British Dental Journal, 204, 235-9.  
Stewart, M. 2001. Towards a global definition of patient centred care. British Medical Journal, 
322, 444-5.  
Stewart, M. 2003. Patient-centered medicine: transforming the clinical method. United Kingdom: 
Radcliffe Medical Press 
Stewart, M., Brown, J. B., Donner, A., McWhinney, I. R., Oates, J., Weston, W. W. & 
Jordan, J. 2000. The impact of patient-centered care on outcomes. Journal of Family 





Stewart, M., Brown, J. B., Weston, W. W., McWhinney, I. R., McWilliam, C. L. & Freeman, 
T. R. 1995. Patient-centered medicine: Transforming the clinical method. Thousand Oaks, 
CA: Sage. 
Stewart, M. A. 1995. Effective physician-patient communication and health outcomes: a 
review. Canadian Medical Association Journal, 152, 1423-33.  
Strauss, A. & Corbin, J. 1994. Grounded theory methodology. Handbook of qualitative 
research, 17, 273-85.  
Streiner, D. L., Norman, G. R. & Cairney, J. 2014. Health measurement scales: a practical guide to 
their development and use. USA: Oxford University Press.  
Sullivan, M. D., Leigh, J. & Gaster, B. 2006. Brief report: Training internists in shared 
decision making about chronic opioid treatment for noncancer pain. Journal of 
General Internal Medicine, 21, 360-2.  
Swenson, S. L., Buell, S., Zettler, P., White, M., Ruston, D. C. & Lo, B. 2004. 
Patientcentered Communication. Journal of General Internal Medicine, 19, 1069-1079.  
Swinscow, T.D.V. and Campbell, M.J., 2002. Statistics at square one (pp. 111-25). London: 
British Medical Journal. 
Tashakkori, A. and Teddlie, C. eds., 2010. Sage Handbook of Mixed Methods in Social & Behavioral 
Research. Thousand Oaks, CA: Sage. 
Taylor-Powell, E. 1998. Questionnaire Design: Asking questions with a purpose. University 
of Wisconsin Extension.  
Teddlie, C. & Tashakkori, A. 2009. Foundations of mixed methods research: Integrating quantitative 
and qualitative approaches in the social and behavioral sciences. Thousand Oaks, CA: Sage.  
Tennant, R., Hiller, L., Fishwick, R., Platt, S., Joseph, S., Weich, S., Parkinson, J., Secker, J.  
& Stewart-Brown, S. 2007. The Warwick-Edinburgh Mental Well-being Scale  
(WEMWBS): development and UK validation. Health and Quality of Life Outcomes, 5, 
63.  
Theaker, E., Kay, E. & Gill, S. 2000. Communication skills assessment: Development and 
preliminary evaluation of an instrument designed to assess dental students' 
communication skills. British Dental Journal, 188, 40-44.  
Thom, D. H., Hall, M. A. & Pawlson, L. G. 2004. Measuring patients' trust in physicians 
when assessing quality of care. Health Affairs, 23, 124-132.  
Thomas, D.R., 2006. A general inductive approach for analyzing qualitative evaluation 
data. American Journal of Evaluation, 27(2), pp.237-246. 
Ting, X., Yong, B., Yin, L. & Mi, T. 2016. Patient perception and the barriers to practicing 
patient-centered communication: A survey and in-depth interview of Chinese 
patients and physicians. Patient Education and Counseling, 99, 364-369.  
Tongue, J. R., Epps, H. R. & Forese, L. L. 2005. Communication skills for patient-centered 
care: research-based, easily learned techniques for medical interviews that benefit 
orthopaedic surgeons and their patients. Journal of Bone and Joint Surgery, 87, 652-658.  
Towle, A. & Godolphin, W. 1999. Framework for teaching and learning informed shared 
decision making. British Medical Journal, 319, 766-769.  
Trudel, J. G., Leduc, N. & Dumont, S. 2014. Perceived communication between physicians 
and breast cancer patients as a predicting factor of patients' health-	related quality 
of life: a longitudinal analysis. Psycho-	Oncology, 23, 531-538.  
Tuncer, D., Arhun, N., Yamanel, K., Çelik, Ç. & Dayangaç, B. 2015. Dental Students’ 
Ability to Assess Their Performance in a Preclinical Restorative Course:  
Comparison of Students’ and Faculty Members’ Assessments. Journal of Dental 





Tunis, S. R., Stryer, D. B. & Clancy, C. M. 2003. Practical clinical trials: increasing the value 
of clinical research for decision making in clinical and health policy. Journal of the 
American Medical Association, 290, 1624-1632.  
Turner, D., Tarrant, C., Windridge, K., Bryan, S., Boulton, M., Freeman, G. & Baker, R. 
2007. Do patients value continuity of care in general practice? An investigation 
using stated preference discrete choice experiments. Journal of Health Services Research 
& Policy, 12, 1327.  
Van Sonderen, E., Sanderman, R. & Coyne, J. C. 2013. Ineffectiveness of reverse wording 
of questionnaire items: Let’s learn from cows in the rain. PloS one, 8, e68967.  
Vogt, D. S., King, D. W. & King, L. A. 2004. Focus groups in psychological assessment:  
enhancing content validity by consulting members of the target population. 
Psychological Assessment, 16, 231.  
Wade, D. T. & Halligan, P. W. 2004. Do biomedical models of illness make for good 
healthcare systems? British Medical Journal, 329, 1398-401.  
Wahl, C., Gregoire, J. P., Teo, K., Beaulieu, M., Labelle, S., Leduc, B., Cochrane, B., 
Lapointe, L. & Montague, T. 2005. Concordance, compliance and adherence in 
healthcare: closing gaps and improving outcomes. Healthcare Quarterly, 8, 65-70.  
Walfish, S., McAlister, B., O'Donnell, P. & Lambert, M. J. 2012. An investigation of 
selfassessment bias in mental health providers. Psychological Reports, 110, 639-44.  
Waylen, A., Makoul, G. & Albeyattifriendly, Y. 2015. Patient-clinician communication in a 
dental setting: a pilot study. British Dental Journal, 218, 585-588.  
Weinstein, N. D. 1980. Unrealistic optimism about future life events. Journal of Personality 
and Social Psychology, 39, 806.  
Wener, M. E., Schönwetter, D. J. & Mazurat, N. 2011. Developing new dental 
communication skills assessment tools by including patients and other stakeholders.  
Journal of Dental Education, 75, 1527-1541.  
West, E., Barron, D. N. & Reeves, R. 2005. Overcoming the barriers to patient-	centred 
care: time, tools and training. Journal of Clinical Nursing, 14, 435-443.  
Williams, S., Weinman, J., Dale, J. & Newman, S. 1995. Patient expectations: What do 
primary care patients want from the GP and how far does meeting expectations 
affect patient satisfaction? Family Practice, 12, 193-201.  
Willis, G. B. 2004. Cognitive interviewing: A tool for improving questionnaire design. 
Thousand Oaks, CA: Sage Publications. 
Winefield, H., Murrell, T., Clifford, J. & Farmer, E. 1996. The search for reliable and valid 
measures of patient-centredness. Psychology & Health, 11, 811-824.  
Wittich, C.M., Lopez-Jimenez, F., Decker, L.K., Szostek, J.H., Mandrekar, J.N., 
Morgenthaler, T.I. and Beckman, T.J., 2011. Measuring faculty reflection on 
adverse patient events: development and initial validation of a case-based learning 
system. Journal of General Internal Medicine, 26(3), pp.293-298 
Yoshida, T., Milgrom, P. & Coldwell, S. 2002. How do US and Canadian dental schools 
teach interpersonal communication skills? Journal of Dental Education, 66, 1281-1288.  
Zeuner, R., Frosch, D. L., Kuzemchak, M. D. & Politi, M. C. 2015. Physicians' perceptions 
of shared decision-	making behaviours: a qualitative study demonstrating the 
continued chasm between aspirations and clinical practice. Health Expectations, 18, 
2465-2476.  
 






Appendix 1: Search strategy   
  
This research involved a narrative review of the literature on PCC. In this thesis, 
the aim is to identify studies on the concept of PCC in general and in dentistry in 
particular. This includes how the concept has been defined and measured as well 
as which patient outcomes result from adopting this approach.   
  
The following databases were searched: Medline, PsycINFO, Google Scholar 
and Web of Science. The only limit concerned language, as only studies in 
English were included due to difficulty translating those in other languages. 
Some of the MeSh terms used include PCC, patient-doctor communication, 
biopsychosocial or biopsychosocial approach, treatment compliance or 
adherence, decision-making or shared decision-making, and patient 
satisfaction. This strategy located key papers that define and operationalise the 
concept of PCC in medicine. It became apparent upon initial examination of the 
medical literature that there are many studies that each focus on a particular 
branch, such as chronic illness. Though findings from chronic illness might be 
interesting, their relevance to dentistry is questionable given the differences in 
context. As such, it was decided to refocus the search.   
  
To this end, a second search was carried out to identify and retrieve systematic 
reviews or meta-analyses that examine this issue. The search strategy was 
hence modified to include the following terms: systematic review, patient-centred, 
patient-centredness, interventions, and meta-analysis.   
   
This is not a systematic review, as the purpose of this review was for the 
researcher to become familiar with the area rather than to offer a systematic 
analysis of two diverse sets (medical and dental) of the literature. The aim was 
instead to demonstrate whether there is a need to adopt a PCC approach in 
dentistry and to explore the work that supports such a view. During this review, 
the researcher read the abstracts of systematic reviews and then retrieved and 





obtained for further assessment, which included consulting the references list and 
snowballing other relevant research. Therefore, the focus was on retrieving 
essential articles on the concept of PCC in medicine, nursing and dentistry 
through systematic reviews and meta-analyses, i.e. the highest quality source of 











































Probes:	why	do	you	 think	patients’	prefer	 this	 level	of	 information	provision	and	
choice?	 Is	 there	 one	 factor	 from	 your	 experience	 that	 is	 the	 one	 that	 mostly	
influence	patients’	preferences?	 
	 



















































Appendix 3: Ethical approval for the semi-structured interviews study  
  
  
Sumaiah Alrawiai  
King's College London  
Unit of Social and Behavioral Sciences  
Dental Institute, Caldecot Road  
Denmark Hill  
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Appendix 4: Doctors’ self-competence items (the original medical  












































Appendix 5: Information sheet for the validity and reliability study   
    
INFORMATION SHEET FOR PARTICIPANTS  
  
REC Reference Number: [LRS-15/16-2826]  
  
YOU WILL BE GIVEN A COPY OF THIS INFORMATION SHEET  
  
  
Patient-Dentist Communication: Validity of a Self-assessment Checklist 
for Dentists  
   
Invitation Paragraph  
  
We would like to invite you to participate in our research study on patient-dentist 
communication in dental settings, which forms part of my PhD.  
This study aim to assess the validity of a checklist developed for dentists to use 
as a self-assessment tool to examine their patient-dentist communication. Most 
of the available tools in the literature were originally developed for family 
medicine, primary care and nursing fields. Since there are many differences in 
the context between dental and medical and nursing settings, a tool developed 
particularly for dentistry is needed. The need for such tool is amplified by the 
latest UK General Dental Council (GDC) standards for Dental Teams (GDC, 
2013).  
Participation is voluntary. There are no wrong or right answers - all we are 
interested in is your opinion. Please take the time to read the following information 
carefully and ask me if there is anything that is not clear.    
   
What is the purpose of the study?  
  
This study aim to assess the validity of a self-assessment checklist developed for 
dentists to help them measure their patient-dentist communication.   
   
Why have I been invited to take part?  
  
As a dental student in their third, fourth and fifth year, we would like your help in 





a good consultation should put you in a good place to be able to assess the quality 
of a consultation is the skill we need in this study.   
  
Do I have to take part?  
  
Your participation is voluntary. If you do decide to take part you will be given this 
information sheet to keep. If you decide to take part you are still free to withdraw 
at any time and without giving a reason up until the results have been submitted 
for publication. Completion of the questionnaire will be taken as a consent to 
participate.   
  
What will happen to me if I take part?  
  
In this study we will ask you to watch a short video clip of a consultation and then 
to rate this consultation using two different checklists. There are no wrong or right 
answers, it’s your opinions that we are seeking. If you agree to take part in the 
second part of the study you will be invited to watch a clip two to three weeks 
later and rate it using one checklist this time. There are no wrong or right answers, 
it’s your opinions that we are seeking. Each session will not take longer than 20 
minutes and if you decided you want you can withdraw anytime during either 
sessions and after, up until the 1st of Sep. 2016 in which we would have 
completed the analysis.   
  
Incentives   
  
A £10 Amazon voucher will be given at the end of the study to every participant 
who has completed session 1 and an additional £5 Amazon voucher will be given 
to you if you complete the second session.    
  
What are the possible benefits and risks of taking part?  
  
No risk is associated with participating in this study.   
  






All data will be stored anonymously and we will ensure the confidentiality of all 
the information obtained. Participants will not be identifiable from their 
responses.   
  
How is the project being funded?  
  
The PhD student running this study has a Saudi Government Scholarship   
  
What will happen to the results of the study?  
  
This study is part of a PhD, so the results will be used as part of the thesis. 
Additionally the results will be presented at a conference and/or a seminar. They 
will also be published in a journal article. We will ensure the anonymity of your 
identity when presenting the results.   
  
Who should I contact for further information?  
  
If you have any questions or require more information about this study, please 
contact me using the following contact details:   
	 
Email: sumaiah.alrawiai@kcl.ac.uk  
Telephone: +44 (0) 207 848 5145  
  
What if I have further questions, or if something goes wrong?  
  	 
If this study has harmed you in any way or if you wish to make a complaint about 
the conduct of the study you can contact King's College London using the details 
below for further advice and information:   
   
Koula Asimakopoulou, PhD, CPsychol, AFBPS, FHEA  
Reader in Health Psychology  
HCPC Registered Health Psychologist  
Unit of Social and Behavioural Sciences  
King's College London  
Floor 18, Tower Wing  
Guy's Hospital  
London SE1 9RW  
+44 (0) 207 848 5145 koula.asimakopoulou@kcl.ac.uk  
   
Thank you for reading this information sheet and for considering taking part in this 
research.  





Appendix 6:  Amendments to ethical approval BDM/14/15-7 for the content 









Appendix 7: Ethical approval for the validity and reliability assessment 
study   
   
